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MEMO FROM THE PUBLISHER 


NOT ALL PERSONS would agree that Mr. Herbert Hoover 
has earned the epithet “Mr. America” or that he is 
indeed one of the greatest Americans of all time. Few 
would deny that he is a statesman of the first rank or 
that his long and brilliant career of public service has 
won for him a conspicuous niche in the annals of 
American history. 

Having enjoyed several days of happy diversion in 
California’s redwood empire with Mr. Hoover recently, 
we are more than ever impressed with this distin- 
guished man’s venerable wisdom, charm and humor. 
His 81 years have been spread over an eventful era of 
the world’s history. For half a century Mr. Hoover has 
had a vital role in the making of history. 

Mr. Hoover is a practical idealist with a supreme 
confidence in the basic virtues which have made 
America great. It is not surprising, therefore, to find 
that he attaches great significance to the unique posi- 
tion of the family physician in our free civilization. 

Last August, on the occasion of his 81st birthday, 
Mr. Hoover spoke at a ceremony in Newburg, Oregon, 
where his childhood home was dedicated as a national 
shrine. It was the home of Dr. Henry J. Minthorn, a 
pioneer physician and uncle of Herbert Hoover, with 
whom he lived from the time he became an orphan at 
the age of 10. In his address Mr. Hoover expressed the 
belief that a philosophy of government which em- 
phasizes freedom for the individual is personified by 
the qualities of the family doctor. 

**The species of the country doctor is not extinct,” 
the ex-president said. “He is better equipped to fight 
disease and accident, but the family doctor has the 
same qualities of moral strength, friendship and 
family guidance as of old. And it is the family doctor’s 
knowledge that these needed moral and spiritual 
services could not survive socialized medicine that 
leads him to fight it at every turn.” 

These wise words from this great and humble man 
serve both as a challenge and a benediction to the 
American Academy of General Practice. —M.F.C. 
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‘Thorazine’ is “an effective 
agent for blocking the mech- | 


anism of nausea and vomiting...” 


This conclusion was reached after a study of 
‘Thorazine’ in 336 patients with severe nausea and 
vomiting from many different causes, including 


the following: 


drugs such as digitalis, aminophylline, 
antibiotics and morphine; infectious or 
toxic reactions, such as gastroenteritis; 
congestive heart failure; peptic ulcer; in- 
testinal obstruction; general anesthesia; 


and pregnancy. 


Moyer et al.: A.M.A. Arch. Int. Med. 94:497 (Sept.) 1954. 


‘Thorazine’ Hydrochloride is available in ampuls, tablets and syrup, 
Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of chlorpromazine. 
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SECRETARY'S NEWSLETTER 


NOVEMBER, 1955 


Significant Events 


Congress Anticipates 
Legislative Fireworks 


Complete Social 
Security Survey 


> Optimistic reports from Denver have turned the nation's 
attention to the second session of the 84th Congress, the 
1956 elections and pending legislation. Key health and 
welfare topics, including the Administration's pet 
reinsurance program, physician OASI coverage, and cash 
disability payments as proposed in HR 7225 are scheduled 
for early action. Chief contention will center around Rep. 
Jere Cooper's (D-Tenn.) cash disability bill now in the 
Senate Committee on Finance. | 

More than mildly alarmed by the threat of a three—pronged 
legislative encounter, organized medicine is no longer con-— 
tent to snip tentacles. Instead, it has regrouped for a cal- 
culated attack on the body of the beast. 

Look for signs that the AMA will not settle for less than 
a_ complete study and re-evaluation of the entire social se-— 
curit rogram. At a special emergency session in Chicago 

ast week, state society executives and legislation experts 
heard the newly-hired public relations firm of Bozell and 
Jacobs outline campaign strategy. 

The AMA currently hopes to gain additional allies and 
possibly postpone Senate approval of HR 7225 by focusing 
attention on the merits of Jenkins—Keogh proposals which 
make it possible to establish retirement income funds via 
income tax deferments. Possible support may come from legion 
groups who fear that a cash disability plan will weaken the 
VA's hospital and medical care program. 


> Final results of a recent Academy member survey on physi- 
cian OASI coverage indicate that 83 per cent favor voluntary 
coverage, 91 per cent oppose compulsory coverage and 55 per 
cent would participate in a voluntary program. A four-item 
questionnaire, not requiring a signature, was mailed to 
1,500 members. In ten days, it produced a phenomenal 68 per 
cent return. 

Despite scattered contentions based on previous spot—check 
surveys, the nation's physicians apparently feel that they 
have the foresight and intelligence to plan their own insur— 
ance and retirement income programs. A special Commission on 
Legislation and Public Policy report appears on page 139 of 
this issue. 

Unsolicited comments indicate that many physicians realize 

hat compulsory coverage is of little value to the doctor 

ho does not retire at 65. By continuing to earn more than 

1,200 a year, he remains ineligible for benefits. 

Younger physicians, those under 45, find both compulsory 

and voluntary coverage more distasteful than their older 

colleagues. The most vehement votes of protest come from the 
western states. 
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Federal Employees 
Seek Health Plans 


Federel Spending 
Hits New High 


Alphin Heads A.M.A. 
Washington Office 


> Apparently convinced that county society membership is a 
right and not a privilege, Dr. Sylvan 0. Tatkin has termed 
the Los Angeles County Medical Association a corporation in 
restraint of trade and has filed a $2.5 million damage suit 
against the association, the AMA, Behrens Memorial Hospital 
and 11 members of the association's council. 

Tatkin claims that the association and hospitals in the 
area combine to prevent nonmember physicians from practic— 
ing, that he was refused membership when he sought to estab— 
lish a hospital in suburban Sunland, that he can no longer 
use the facilities of Behrens Memorial Hospital, and that 
other hospitals have barred him. He adds that the defendants 
have combined to fix fees and establish the number of hours 
a week doctors may work. A long line of appellate decisions 
hold that a voluntary association such as a medical society 
has a right to admit whom it pleases so long as it does not 
contravene natural justice and act without malice or 
capriciousness. Nevertheless, organized medicine is 
awaiting the California judgment with anxious interest. 

A_ spokesman for the county society indicated that member-— 
ship is a secret—ballot privilege and that the public is 
never told why a physician is not elected. 


> Hearings on S—2425, an administration legislative pro- 
posal which would allow federal employees to participate in 
a multiple-choice, contributory health insurance program, 
are expected soon after congress reconvenes. Introduced by 
Senators Johnston (D-S.C.) and Carlson (R-Kan.), the plan 
would permit more than 2.4 million federal employees to have 
voluntary, contributory health insurance coverage. 
Under the plan, the federal government would pay one-third 
of the cost or up to 75 cents per bi-weekly pay period for 
employees without dependents and up to $2 for employees with 
dependents. Civil Service Commission officials point out 
that the proposal furthers President Eisenhower's policy of 
bringing federal employee benefits more closely in line with 
those offered by private industry. 
Several guestions still need answers. Will it, from an ad- 
ministrative viewpoint, be practicable to permit free choice 
of physician? In preparing medical fee schedules, should 
fees for identical services be uniform or variable and in line 
with local economic patterns? No one has absolute answers. 


> During fiscal 1956 Secretary Folsom's Department of 
Health, Education and Welfare will spend more than half a 
billion dollars on health and medical program. Only two 
other agencies, the Defense Department and the Veterans Ad- 
ministration, top the $500 million figure. 

Total federal health spending will also reach a 2.3 
billion dollar high. This is about 15 times the amount 
required to maintain Congress and the federal courts, 14 
times the total State Department budget and four times as 
much as is spent by either the Labor Department or the Post 
Office Department. 


> Dr. Thomas H. Alphin, former deputy director, has been 
named director of the AMA's Washington office. Alphin 
succeeded Dr. Frank E. Wilson who recently became executive 
vice president and secretary of the newly created Joint 
Blood Council. Alphin's appointment became effective 
November 1. 


PLAN NOW TO ATTEND THE ACADEMY'S EIGHTH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 19-22, 1956, ARMORY, WASHINGTON, D.C. A 
HOTEL RESERVATION FORM APPEARS ON PAGE 167 OF THIS ISSUE. 
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“Complete to Excellent Control” of 
Seizures was Achieved with “Mysoline’’ in 
More than 50 per cent of Patients Previously 
Uncontrolled with Other Anticonvulsants. 


Timberlake, Abbott, and Schwab* report 
“100 per cent control” with “Mysoline” 
in 22 patients and from “50 to 100 per 
cent control” in another 28, in a series 
of 96 patients with grand mal and psy- 
chomotor seizures. 


Grand mal seizures were completely 
eliminated in 14 of 38 patients (4 receiv- 
ing ““Mysoline” alone), and in 9 the fre- 
quency of seizures was reduced by more 
than half. Two patients in status epilep- 
ticus were also brought under control 
with “Mysoline.” 

Psychomotor attacks were completely 
controlled in 6 of 37 patients, and in 
12 (8 receiving “Mysoline” alone) the 
number of attacks was reduced by half 
or more. 


“Mysoline” offers a relatively wide margin of safety 
In general, “Mysoline” was well toler- 


ated. No side effects occurred in 34 per 
cent of the patients. In other cases, side 
effects such as drowsiness, dizziness, and 
ataxia were frequently noted at the start 
of therapy but tended to disappear as 
therapy was continued. 


To minimize side effects, these work- 
ers recommend small initial doses of 
“Mysoline,” 0.125 Gm. (half tablet) 
daily, to be increased by 0.125 Gm. incre- 
ments at three to seven day intervals. 


The use of “Mysoline” in epilepsy is 
well documented in the literature. Perti- 
nent abstracts of important papers are 
included in the “Mysoline” brochure 
which is available on request. 

“Mysoline” is supplied in 0.25 Gm. 
tablets (scored), bottles of 100 and 1,000. 


*Timberlake, W. H., Abbott, J. A., and Schwab, R. S.: 
New England J. Med. 252:304 (Feb. 24) 1955. 


“MYSOLINE”’ 


Brand of Primidone 


im epilepsy 


@ Ayerst Laboratories + New York, N.Y. + Montreal, Canada 


Ayerst Laboratories make “‘Mysoline” available in the United States by arrangement with Imperial Chemical (Pharmaceuticals) Le¢. 
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C. Sturgis, M.p., Ann Arbor, Mich.; Maxwell M. Wintrobe, 
M.D., Salt Lake City, Utah 


Industrial- Medicine: Earl F. Lutz, m.p., Detroit, Mich.; Carl 
Peterson, M.D., Chicago, Ill. 


Laboratory Medicine and Pathology: Reuben L. Kahn, p.sc., Ann 
Arbor, Mich.; Emma S. Moss, M.D., New Orleans, La.; Doug- 
las Sprunt, M.D., Univ. of Tenn., Memphis, Tenn. 


Neoplastic Diseases: Leland R. Cowan, m.p., Salt Lake City, 
Utah ; Lowell A. Erf, m.p., Philadelphia, Pa.; George T. Pack, 
u.v., New York, N.Y.; Edith H. Quimby, p.sc., New York, 
N.Y.; I. Snapper, M.D., Brooklyn, N.Y. 


Neurological Surgery: Eldridge H. Campbell, Jr., m.p., Albany, 
N.Y.; Howard C. Naffziger, m.p., San Francisco, Calif.; R. 
Glenn Spurling, m.p., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint Louis, 
Mo.; J. P. Greenhill, m.p., Chicago, Ill.; Emil Novak, m.p., 
Baltimore, Md.; Ernest W. Page, m.p., Berkeley, Calif.; John 
L. Parks, M.p., Washington, D.C. 


Ophthalmology: Francis H. Adler, m.p., Philadelphia, Pa.; Law- 
rence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., Saint Louis, 
Mo.; Paul W. Greeley, m.p., Chicago, Ill.; V. H. Kazanjian, 
M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, m.p., Chicago, IIl.; 
Ralph K. Ghormley, m.p., Rochester, Minn. 


Otolaryngology: Dean M. Lierle, m.p., Iowa City, Iowa. 


Pediatrics: Harry Bakwin, M.p., New York, N.Y.; Frederic G. 
Burke, M.p., Washington, D.C.; Katharine Dodd, .p., Little 
Rock, Ark.; Archibald L. Hoyne, m.p., Chicago, Ill.; Irvine 
McQuarrie, M.D., Minneapolis, Minn.; James L. Wilson, m.D., 
Ann Arbor, Mich. 


Preventive Medicine, Public Health and Statistics: Herman E. 
Hilleboe, m.p., Albany, N.Y.; Edward G. McGavran, M.D., 
Chapel Hill, N.C. 


Psychiatry and Neurology: O. Spurgeon English, m.D., Phila- 
delphia, Pa.; William C. Menninger, m.p., Topeka, Kan.; 
Ian Stevenson, m.D., New Orleans, La.; Edward A. Strecker, 
M.D., Philadelphia, Pa.; Harold Wolff, m.p., Oklahoma City, 
Okla. 


Radiology: Ross Golden, m.p., New York, N.Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., Phila- 
delphia, Pa. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, u.p., Tuc- 
son, Ariz.; John H. Talbott, m.p., Buffalo, N.Y. 


Tropical Medicine: William A. Sodeman, m.p., Columbia, Mo. 


Urology: J. A. Campbell Colston, m.p., Baltimore, Md.; Charles 
D. Creevy, m.p., Minneapolis, Minn. 
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INVALUABLE 
DIAGNOSTIC AID 


Flurolamp 


Reports in leading medical publications confirm filtered 
ultraviolet radiations as a valuable, effective, time-saving 
diagnostic aid. 

Early examination with Hanovia’s Flurolamp, a powerful 
source of high intensity filtered ultraviolet radiation helps 
achieve prompt detection of a serious condition. A few of 
many conditions that fluoresce under the Flurolamp are: 
tinea capitis, porphyria, tumors of the central nervous 
system, industrial dermatitis, epidermoid, and some forms 
of carcinoma. In your private office or diagnostic clinic 
Hanovia’s Flurolamp will prove its worth as an aid to early 
diagnosis. 


WRITE TODAY for free brochure on diagnosis by filtered 
ultraviolet radiations. Dept. GP-11. 


HANOVIA CHEMICAL & MANUFACTURING COMPANY 
An Engelhard Industry 100 CHESTNUT STREET, NEWARK 5, N. J. 


HANOVIA 30% Cnneversary 
WORLD LEADER IN ULTRAVIOLET FOR HALF A CENTURY 


13 


| 
| 
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AUREOMYCIN stands on its record! 
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This Month’s Authors 


Maurice L. Kelley, Jr., M.D., a native of Montpelier, Vermont, is now in- 
structor in Medicine at the University of Rochester School of Medicine and Den- 
tistry, Rochester, New York. The author of “The Treatment of Acute and 
Chronic Pancreatitis” took his premedical study at the University of Vermont 
and Princeton University, did his medical work and took both internship and 
residency at the school with which he is now affiliated. After service with the 
U.S. Air Force Medical Corps, Dr. Kelley was awarded a Bixby fellowship in 
Medicine at the University of Rochester. 


Edward Wynne Lowman, M.D., is not Bing Crosby’s long lost twin. The 
moderator of ‘Panel on Rehabilitation in Rheumatoid Arthritis” is associate 
professor of clinical physical medicine and rehabilitation at New York University 
College of Medicine and clinical director of the Institute of Physical Medicine 
and Rehabilitation at Bellevue Hospital. A South Carolinian and a graduate of 
that state’s medical college, Dr. Lowman broke into physical medicine and 
rehabilitation via the United States Navy, followed up with special work at the 
Mayo Clinic, is now a recognized authority and a prolific writer in the field. He 
holds the rank of Commander in the United States Naval Reserve. 


J. Vernon Luck, M.D., an orthopedic surgeon who practices in Los Angeles, 
collaborated with Dr. Richard Maddux of San Jose, California, to produce the 
article, ‘Washing Machine Wringer Injuries in Children.” Dr. Luck is associate 
editor of the Journal of Bone and Joint Surgery, associate clinica] professor of 
orthopedic surgery at the University of Southern California and national consult- 
ant in orthopedic surgery to the United States Air Force, from which service he 
received the Legion of Merit in 1946 for outstanding war contribution. Since 
Dr. Luck lists among his memberships the Author’s Club of Los Angeles, we as- 
sume that he takes to the typewriter whenever his heavy medical schedule permits. 


J. Fred Mullins, M.D., is professor and chairman of the department of der- 
matology and syphilology at the University of Texas Medical School. His col- 
league, Dr. Edward M. Shapiro, was his collaborator in production of the article, 
‘Clinical Evaluation of Hydrocortisone Ointment.” Dr. Mullins is an alumnus 
of the school where he now teaches, interned at Jackson Memorial Hospital, 
Miami, Florida. During the war he was consulting dermatologist for the Seventh 
Naval District, took a postwar residency at the University of Texas Hospital, 
practiced briefly in Phoenix, Arizona, now heads a three-year training program 
emphasizing dermatology for students who will enter general practice. 


Harold N. Neu, M.D., is another university medical professor who, with a 
colleague—Dr. William J. Reedy—worked up an article for this issue. Dr. Neu 
is professor and director of the department of medicine at Creighton University, 
Omaha, Nebraska, and the article in question is “Medical Aspects of the Acute 
Abdomen.” Busy Dr. Neu also serves as director of the departments of medicine 


N. Y. and rehabilitation at Creighton Memorial St. Joseph’s Hospital, as consultant in 
eape-mats internal medicine for both the Offutt Air Force Base Hospital and the Omaha 
Veterans Administration Hospital. An Iowan, Dr. Neu took his medical studies 
at Creighton University, ended the war as Colonel in the Medical Corps. 
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A wound is as strong as the connective tissue 
that holds it together...and the maximum 
strength of a wound is reached more rapidly 
when the diet contains liberal amounts of 
protein for growth of connective tissue.’ 
Cheese, long recognized as an excellent and 
concentrated source of easily-digested milk 
protein, simultaneously provides generous 
amounts of calcium, phosphorus and other 
nutritionally important minerals and vitamins. 
Cheese is likewise indicated for its high 
protein value in the geriatric diet” and when- 
ever low tissue protein stores are suspected, 
not only in poorly healing wounds but also 


Manul. and distrib of BORDEN'S Instant Coffee « 
STARLAC non-fat dry milk * BORDEN'’S Evaporated Milk « 
Fresh Milk + Ice Cream * Cheese + 

EAGLE BRAND Sweetened Condensed Milk « 

BREMIL powdered infant food » MULL-SOY hypoallergenic food 
BIOLAC infant food » DRYCO infant food + 
KLIM powdered whole milk 

1. Baborka, C. J.: Treatment by Diet, ed. 5, Philadelphia, 
J.B. Lippincott Company, 1948, p. 607. 

2. Sebrell, W. H., in Stieglitz, E. J.: 

Geriatric Medicine, ed. 2. Philadelphia, 

W. B. Saunders Company, 1949, p. 194. 

3. Morgan, D. B.: J. Missouri M. A. 49:896 (Nov.) 1952. 


in patients with bed sores, chronic bullous dis- 
eases, atopic dermatitis, and senile pruritus.’ 

The wide variety of Borden cheeses lends 
itself to a diversified diet—from main dishes 
based upon popular Cheddar and Swiss or 
refreshing salads with soft Cottage or Cream 
cheese—to epicurean Camembert or Lieder- 
kranz Brand that add a tangy finish to the meal. 

High palatability, pleasing texture and deli- 
cious flavor, characteristics of Borden cheeses, 
stimulate the appetite and contribute to greater 
eating enjoyment for both the convalescent and 
other members of the family. 


350 Madison Avenue, New York 17, N. Y. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Social Security: More Pro Than Con 


Dear Sir: 

I noticed Dr. Howard Milliken’s question in the Septem- 
ber GP on whether the majority of members of the Academy 
of General Practice are in favor of social security for mem- 
bers of the profession. 

In discussing this with my colleagues, both general prac- 
titioners and specialists, I have come to the conclusion that 
the great majority of physicians of all categories is in favor 
of social security. I think the advantages far outweigh the 
disadvantages and only time and space keep me from dis- 
cussing it entirely. None of my colleagues can give me a 
clear-cut reason as to why the AMA is opposed to social 
security. I, as one of the rank and file, am very much in 
favor of social security for physicians and I think it’s high 
time a concerted effort is made to provide us with it. 

Lewis CaRaEFF, M.D. 
Brooklyn, N. Y. 


Dear Sir: 

Just read the letter concerning social security for doctors. 
Here is a vote in favor. Why should the AMA continuously 
be the voice of the doctors? Why should not the doctor be 
given the privilege of social security benefits? After all, the 
M.D. is in the only group privileged to be subject to draft in 
his age group, I think he should be given the option of so- 
cial security if he so desires. 

M. W. Conway, JR., M.D. 
Santa Ana, Calif. 


Dear Sir: 
I am in favor of social security for the medical profession. 
Mites PARROTT, M.D. 
Tacoma, Wash. 
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Dear Sir: 
The letter from Dr. Milliken on page 23 of the Septem- 
ber issue expresses my views. 
Personally I am for social security for doctors and would 
like to see something done to include us in it. 
Donatp S. FRASER, M.D. 
Panama City, Fla. 


Dear Sir: 

For purposes of going on the record, I am nof in favor of 
social security “insurance” coverage by the federal govern- 
ment for M.D.’s or for others in its present form. 

Joun V. Conno.ty, M.D. 
Ingleside, Tex. 


Dear Sir: 
I want to add my name to the list of general practitioners 
that are for social security for physicians. 
Joun S. Hickey, 
Philadelphia, Pa. 


Dear Sir: 
I do not want any part of any federal subsidy of the pro- 
fession’s old age; call it social security or what have you. 
James L. Maruis, M.D. 
Dayton, Tenn. 


Dear Sir: 
What are obligations and rights incurred if inviting it 
(social security) in? 
R. J. Kent, 
Savannah, N. Y. 


Dear Sir: 


I believe it is now time for the general practitioner to lead 
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the way, as they are surely the predominating group in the 
profession. Why not social security for the physicians? The 
legal and dental groups have overwhelmingly accepted the 
privilege to participate. 
Let’s act at once and take advantage. Why not have some 
pro and con on the subject in the next issues of GP. 
M. A. PoLk, M.D. 


Chicago, Ill. 


Dear Sir: 

In answer to your question concerning our stand on social 
security : 

I am in favor of social security for doctors. Most general 
practitioners I know would like to retire, or take it easier, 
after age 65, but cannot do so for financial reasons. Why not 
send questionnaires to all your members and get their views ? 


Hans POLtak, M.D. 
Gloversville, N. Y. 


Dr. Kent will be interested in an article which appears in 
this issue on page 139. Dr. Polk can look forward to an excel- 
lent pro and con article prepared by authorities on social wel- 
fare legislation. Dr. Pollak will soon know the results of a 
questionnaire survey mailed to 1,500 Academy members. As 
always, GP will continue to make every effort to inform its 
readers of current developments in medicine and allied fields. 
Always glad to oblige —PuBLISHER 


A Calculated Risk 


Dear Dr. Hussey: 

The editorial, ‘‘Polio, Retrospect and Prospect,” in the 
July issue of GP, conveys an impression that we sincerely 
hope was not intended. 

This editorial states, “As early as the preceding Decem- 
ber or January, pharmaceutical manufacturers began their 
mass operations for the vaccine. Yet they were supposed to 
be in total ignorance of whether or not the vaccine would 
ever be used again.” 

The phrase “‘supposed to be” was not, of course, italicized. 
I have done so because I believe many physicians will con- 
sider this an accusation that the manufacturers conspired to 
keep the public in the dark about success of the vaccine until 
they were in position to market it. You realize, I am sure, 
that this was not the case, but not all of your readers are 
familiar with the actual facts. 

It is true that Pitman-Moore Company, and certain other 
manufacturers of the vaccine, began production as early as 
December of 1954. We had to start that early if we were to 
have any vaccine available by April or May of 1955, since, 
as you know, production requires from 100 to 120 days. 
We did not begin a “mass production operation,” however. 
Had we done so, we would not have experienced such an 
acute shortage of vaccine after publication of the Francis 


report. 


‘Select the level of protection 


Deca-Vi-Sol—the new, more comprehensive formula including vitamins Biz 
and Bs—permits even greater flexibility in specifying vitamins for infants 
and children. Like Poly-Vi-Sol and Tri-Vi-Sol... 


Deca-Vi-Sol is highly stable... refrigeration not required . . . potency £ 


assured... readily accepted ... exceptionally pleasant flavor...no 


unpleasant aftertaste... full dosage assured . 


into the baby’s mouth. 


. . can be dropped directly 


\ For older children, specify Mulcin, the good-tasting, orange-flavored 
vitamin liquid for teaspoon dosage. 
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Supplies: 


Moreover, much of the vaccine we were then producing 
was ordered by The National Foundation for Infantile Pa- 
ralysis. That organization realized as keenly as we did the 
importance of having some supplies immediately available 
in the event the Francis report should be favorable, and 
asked the manufacturers if they would be willing to produce 
a total of 27 million cc.’s of the vaccine at cost. This simply 
meant that the foundation would underwrite part of the ex- 
pense of setting up advance production schedules. We ac- 
cepted this offer, even though it meant we would produce 
NFIP vaccine without profit, and would reduce to a mini- 
mum our advance production of vaccine for commercial 
distribution, 

During this period of advance production we were, as the 
GP editorial phrases it, “in total ignorance of whether or 
not the vaccine would ever be used again” . . . but we con- 
sidered it proper to take what someone has termed “‘a cal- 
culated risk.” No one at Pitman-Moore (and, I feel certain, 
no other manufacturer) had private information about what 
the Francis report would say. Prior to April 12, we knew no 
more than other daily newspaper readers about the prob- 
ability of a favorable evaluation of the vaccine. In fact, we 
usually knew less than some newspaper reporters claimed 
to know about what Dr. Francis’ findings would be! 

If you consider that we truly felt an obligation to prepare 
for the eventuality of a favorable report—and that we have 
been proud of our industry’s contributions to the develop- 


ment ofa successful vaccine against poliomyelitis—then you 
will understand my concern with the disparagement implied 
by the editors of GP. 
Don’t you agree that a clarification of those remarks would 

be justified in some future issue? 

H. O. Bau 

Executive Vice President 
Pitman-Moore Company 
Indianapolis, Ind. 


The pharmaceutical companies deserve highest praise for their 
part in developing polio vaccine. In this, as in all their activi- 
lies, they reinforce the respect in which they are held by the med- 
ical profession.—Mepicat Eprror 


Minor Abnormality 
Dear Sir: 


It was indeed a privilege to have my article, ‘Some Com- 
mon Complications of Myocardial Infarction,” published in 
GP. compliment you—generally for your magnificent jour- 
nal and specifically for the manner in which my article was 
edited. 

A minor error may be called to your attention by others: 
The idea of circling some of the complexes in Figures | and 
3 was excellent, the intention obviously being to point out 
the abnormalities. Unfortunately, the abnormal complexes 


Each 0.6 cc. > 


All are supplied in 15 cc., 30 cc. and economical 50 cc. bottles 
with the new Mead calibrated unbreakable plastic ‘Safti- 
Dropper.’ It will not break even if the baby bites it. 


MEAD JOHNSON & COMPANY * EVANSVILLE, INDIANA,U.S.A. 


SYMBOL OF SERVICE TO THE PHYSICIAN 
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in Figure 3 were missed and the circles therefore convey no 


logical meaning. 
Wilmington, Del. 


A. Henry CLacGETT, JR., M.D. 


Who's Jibing FDR? 


Dear Sir: 

As your jibes at the 32nd President and his ailments do 
not appear to me to be in good taste, I have decided not to 
renew my subscription to GP. 

Peter S. SELBY 
Chicago, 


Not guilty as charged (see p. 55, September GP). Sub- 
scription canceled as requested.—PUBLISHER 


Thrice Blessed! 


Dear Sir: 

Regarding the picture on page 71 of the August, 1955 GP, 
I understand that some invalidism can be caused by misdiag- 
nosis of functional murmurs, but I wonder how much inva- 
lidism might occur due to a supernumerary right arm on the 
gentleman standing behind the priest. 

R. S. JaGGaRD, M.D. 

Oelwein, Iowa 


GP hopes, and especially the artist, that readers will deduce 
that the gentleman pictured with a third arm is the family doc- 
tor who, as every busy general practitioner well appreciates, 
must have at least three hands.—PUBLISHER 


Heraldic Translation 


Dear Sir: 
I would like the history of the new AAGP seal with 
explanation of its artistic design. 


Joun R. Benper, M.D. 
Winston-Salem, N. C. 

- The final report of the original Seal and Certificate Com- 
mittee giving an explanation of the symbolism of the Academy's 
seal, and borne out by standard reference works on heraldry, 
reveals: 

The Circie which forms the basis for the seal stands for 
“eternity and unity.” The Laure which appears on the left 
side symbolizes “honor, valor and victory.” The Oak on the 
right signifies “divine knowledge.” 

The Axe or MACE involves several symbols. Originally, the 
mace was a weapon of offense, capable of breaking through the 
strongest armor. Hence, it represents “strength.” In Greek it 
stands for “‘light”—the symbol of the sun—the power of light 
over darkness.” In Egyptian the axe signifies “clever one” and 
“the cleaver of the way.” 

The staff encircled by the serpent is a symbol given to Apollo 


~ [IA]: SUPERIOR ORAL PENICILLIN 


Nc V-CILLIN, 125 


(200,000 UNITS) 


SOLUBLE 


PENICILLIN—G, 
NITS 


HOURS AFTER ADMINISTRATION 


> 
| 
ive : 


and his son, Aesculapius, to signify “healing” and the “re- 
newing power of life.” It is, of course, the traditional symbol of 
medicine, not to be confused with the Caduceus (a double-winged 
staff) which is the insignia of the military medical corps. 

There is no particular history involved in the design of the 
new seal. It is the same seal adopted with the formation of the 
Academy in 1947, with the symbols merely rearranged to pre- 
sent a more esthetic appearance.—PUBLISHER 


Takes Exception to the Rule 


Dear Dr. Babcock: 

I am addressing this open letter to you through the jour- 
nals of the American Medical Association and the American 
Academy of General Practice of which I am a member. I 
deeply appreciate, as I am sure all of my associates do, the 
outstanding work that you and your committee are doing. 
I am sure that your rules and regulations are made up with 
the idea of increasing the standards and efficiency of the 
hospitals of this country. However, as so often happens in 
an organization of your size, there are often rules which seem 
to many to be superfluous. 

Not all of us have five letter names and some of us require 
in our signature the penning of 20 letters. Recently it has 
been the policy of the hospitals in this city to require a full 
and complete signature under every order dictated or writ- 
ten by the attending physician. No one will debate the neces- 


sity of acknowledgment of any order written on a hospital 
patient by his physician and the expressed authority to carry 
out such orders implied by his signature. I do feel that the 
initialing of orders written by the hand of the attending 
physician should be sufficient for those of us who desire to 
be free of spending any more time with records than is al- 
ready required. 

I am protesting by this letter what I understand is a re- 
quirement for accreditation of the hospitals. That is, the 
refusal to accept :nitialing by a doctor when the orders are 
written by him in his own handwriting and requiring the 
penning of a complete signature. It would be my suggestion 
that in the future one be permitted to initial all orders on the 
order sheet and at the bottom of the order sheet to write a 
complete signature. 

Your consideration in this would be appreciated. 

Frank A. SHALLENBERGER, JR., M.D. 
Tucson, Ariz. 


Dr. Shallenberger has been good enough to send alorg a re- 
ply which he received from Dr. Babcock, the director of the Joint 
Commission on Accreditation of Hospitals.—PuBLIsHER 


What Rule? 


Dear Dr. Shallenberger : 
Thank you for your very gracious letter. 
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For your information, someone is badly quoting the Joint 
Commission on Accreditation of Hospitals. We have put 
out at least two notices stating that initials are as good as a 
signature any time as far as we are concerned. Furthermore, 
we will even allow the use of a rubber stamp if the individ- 
ual in question will certify to the hospital that he is the only 
one who has that rubber stamp in his possession and the 
only one who will use it. In this way we have saved pathol- 
ogists and roentgenologists thousands of hours of signa- 
ture signing. 

We do not want secretaries or nurses promiscuously sign- 
ing or using rubber stamps. One initial or two or three of 
your name is very sufficient and is legal in any court in the 
country. 

The full name signature of which you speak is evidently 
a requirement of your hospital and is by no means a require- 
ment of the Joint Commission. It is perfectly permissible, as 
you state in your next-to-last sentence, that an individual 
initial all orders on the order sheet and we go a step further 
and say at the bottom of the order sheet if he desires. 

I would appreciate it very much if you could at any time 
show us any quotation or ruling from the Joint Commission 
which requires full signatures. I have never seen one and 
have never so written myself. . 
KennetH B. Bascock, M.D. 
Director 
Joint Commission on Accreditation of Hospitals 
Chicago, Ill. 
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“Lovely sinus weather, Doctor.” 
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to control 

any capillary or venous bleeding 
rapidly—within minutes, 
regardiess of origin... 


to prevent 


surgical bleeding safely’... 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


CHATHAM PHARMACEUTICALS, INC. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
06755 Austin Laboratories, Limited, Guelph, Ontario 
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well tolerated broad spectrum antibacterial 


therapy plus antifungal prophylaxis 


Each MYSTECLIN capsule contains 250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin. 


Minimum adult dose: 1 capsule q.i.d. Supply: Bottles of 12 and 100. 


“MYSTECLIN’, "STECLIN’ AND “MYCOSTATIN'® ARE SQUIBB TRADEMARKS. 
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~The individualized formula is 


the foundation of the infant's health 


and future well being 


Karo Syrup...a carbohydrate of choice 
in “milk modification" for 3 generations 


Ideal practice dictates periodic adaptation of the individualized 
formula to the growing infant rather than the infant to the 
formula. With Karo, milk and water in the universal prescription, 
the doctor can readily quantitate the best formula for the infant. 
A successful infant formula thus lays the foundation for early 
introduction of semi-solid foods in widening the infant’s spectrum 
of nutrients. 

Karo is well tolerated, easily digested, gradually absorbed at 
spaced intervals and completely utilized. It is a balanced fluid 
mixture of maltose, dextrins and dextrose readily soluble in fluid 
whole or evaporated milk. Precludes fermentation and irritation. 
Produces no intestinal or hypoallergenic reactions. Bacteria- 
free Karo is safe for feeding prematures, newborns, and infants 
—well and sick. 

Light and dark Karo are interchangeable in formulas; both 
yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Piace, New York 4, N.Y. 


Behind each bottle three generations 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Karl Niederberger, M.D. 
For WMA, a stout heart .. . 


A GENERAL PRACTITIONER who fouglit for the physician’s freedom 
to provide the best medical care within his scope without govern- 
ment interference has been inaugurated president of the World 
Medical Association. Dr. Karl Niederberger of Linz/Danube, 
Austria, president of the Austrian Chamber of Physicians since 
1953, led his colleagues in an August, 1955, successful protest 
action against the government’s general social insurance act which 
would have limited the physician’s liberty to treat his patient in 
the manner he deemed best. As a result, the government agreed 
to reword the act as the negotiating medical board wished. Stated 
valiant Dr. Niederberger before the 9th General Assembly of the 
World Medical Association: ‘For the first time in Austria’s med- 
ical history, doctors proved that if they are united and act together, 
in complete unity with the desires and needs of the public, their 
efforts will not be in vain.” Dr. Niederberger’s many honors in- 
clude the title “"Obermedizinalrat,” bestowed in 1951. 


Warren F. Draper, M.D. 
For the UMW, conciliation . . . 


A LIAISON committee appointed at a Pittsburgh meeting of the 
Pennsylvania State Medical Association may spell amicable con- 
clusion to the recent feud between organized medicine and the 
United Mine Workers Welfare and Retirement Fund. The ruckus 
started when Dr. Warren Draper, the fund’s executive director, 
ruled that any non-fund-approved physician must have specialist 
consultation before entering a patient in any UMW hospital (all 
ten of which are expected to be in operation by spring). The Penn- 
sylvania medical group, especially vociferous in protest, was joined 
by others at June AMA meetings, forcing withdrawal of Dr. 
Draper’s edict. At the recent Pittsburgh session, Dr. Draper, on 
invitation, presented his group’s viewpoint. The chairman of the 
Pennsylvania society’s negotiating committee spoke for the doc- 
tors. Instead of the irreconcilable clash expected, points of agree- 
ment were seen, the liaison committee set up. Both groups now 
declare themselves hopeful for the future. 
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Paul Dudley White, M.D. 
For the USA, comfort . . . 


A SLENDER and whimsical Boston heart specialist became 
everybody’s family doctor last month. Dr. Paul Dudley 
White, distinguished Back Bay cardiologist, who flew 
three times to President Eisenhower’s Denver bedside 
to consult with attending physicians, endeared himself 
to anxious millions with his confident, encouraging 
manner, his frank, folksy interpretations of the famous 
patient’s daily progress. The executive director of the 
National Advisory Heart Council did a masterful job 
of interpreting the many facets of coronary heart disease 
to the heart-conscious American public. He also en- 
dorsed enthusiastically the “family doctor” treatment 
provided by the President’s personal physician, Major 
General Howard M. Snyder, declared any family doctor 
would do well to follow his procedure, placed the 
family doctor “in the front line of coronary attacks.” 
“They can take effective care of the heart patient, 
calling in cardiologists if and as needed,” he said. A 
prominent figure in American medicine for a quarter 
of a century, Dr. White has pioneered in heart re- 
search, served as president of the American Heart 
Association, inducted his store of knowledge in future 
doctors as professor in Harvard Medical School. As the 
nation’s number one patient resumed limited activity, 
Dr. White said most of his coronary patients have had 
but one attack, have lived on for years. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 


well other medical meetings in which general practi- 


tioners will have an interest, will appear here monthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I 


“Nov. Michigon chapter, ninth annyol fall pest- 
gradveto clinic, bheraten-Codiilac Motel, Detroi!. 


*Nov. 9-LL. Oregon chapter and Oregon Heart Associe- 


Slen, courses on hoart diseases, four heurs ir cack 
town: Klamath Falls; Medford; Ontarie. 


**Nov, 10-12. University of Medical Center, 


course on electrolyte and fluid balance, Denver. 

*Nov, 11, 25. Meine chapter and Maine Genore! Hospitel, 

, radiology on lung tumors and other ches! diseoses, 
Portland 


14-17. Southern Medical Association, 49th annus! 


meting, Houston, Texas. 

*Nov. 14-17; Kansas University School of Medicine, 
course on internal medicine, Kansas City, Kan. 

Noy. 14-18. American Public Health Association, 83rd 
anneal meeting and meetings of related organiza- 
tions, Kansas City, Mo. 

Nov, 14-18. American College of Chest Physicians, 
courses on diseases of the chest, Park-Sheraton 
Hotel, New York City. 


Nov, 44-19. The American College of Physiciaas, course 


ox congenital heart disease, Johns Hopkins Hos- 
pital, Baltimore, Md. 


-*Nov. 16. University of North Careline, course on pedi- 


atrica in genera! practice, Chapel Hill. 

*Nov. 16. Maine chapter and Mcine Genersi Hospital, 

; course in clinical cardiciogy on the heart in hyporten- 
sion ond systemic disease, Portland. 

*Nov. 17. Greater Kanses City chapter, ef al., general proc- 

tice symposium on pedicitrics, University of Kansas 
Medical Center, Kansas City, Kan. 

*Noy, 17. University of Bulfale, course on chest dis- 
éase, Buffalo, New York. 

“Nay. 17-18. Tulone University, course on radiologic 
considéfations of pulmonary, urologic and bone 
diseases, New Orleans. 

*Nov. 18. Maine chapter and Maine General Hospital, pre- 
gram moles and melanoma, Portland. 

*Noy, 23: University of North Carolina, course on peci- 
atrics in general practice: convulsions and other 
neurologic problems, Chapel Hull. 

"Nov, 27. Colerade chapter, seventh annus! meeting. 
Broadmoor Hotel, Colorads Springs. 


28, Cook County Gradvcte Schoo! of Medicine, 


two week course in gynecology, Chicago. 

Nov, 28-30, The National Society for Crippled Children. 
and Adults, annual meeting, Chicago. 

Nov. 29-Dec. 2. American Medical Association. clin - 
tal meeting, Boston. 

*Nov. 30. University of Nerth Corolina Schoo! of Medicine, 
course on pediatrics in general practice: the ton- 
and adenoid problem, Chapel! Hill, 

*mMar. 19-22, 1956. American of Genero! Prac- 
thes, Eighth Annual Scientific Assembly, Armory, 
Weshington, D.C. 
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BAKERS 


MODIFIED MILK 


Grade A Cow® 
palmitate: ade from Gr 
id, thiamine.” milk fa fat, 
ac m citt hich the tearinate 
@ iron w oil, des gition 
13 FLUIO it; wit extrose, 
and corm ma vated 7° 
8 SAND 3. OHIO dehydro inamide, 
4 WISCONSIN thiamine, nium citrat! Pid 


made from grade A milk* 
"The first in infant feeding” 
This statement is your assurance of the use of high quality, 


clean milk. Make a habit of looking for it on the label of 
the milk products which you prescribe for infant feeding. 


FEEDING DIRECTIONS 
gualily Baker's Water 
First 5 days of life |1 part] 2 parts 


Second 5 days |! parts) 
After 10th day {1 part] 1 part 


*U. S. Public Health Service Milk Code 


THE BAKER LABORATORIES, INC. 


Milk: Produits Exelusively fpr the Medical, Profyssion 


MAIN OFFICE: CLEVELAND 3, OHIO PLANT: EAST TROY, WISCONSIN 
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Social Security for Doctors 


In our “Yours Truly” department in September, we 
published a letter from an Academy member about 
social security coverage for doctors. He expressed the 
belief that a majority of doctors actually favored cover- 
age, notwithstanding the adamant opposition of official 
spokesmen for organized medicine. 

Despite the running controversy relating to physician 
social security coverage, no one has yet taken time to 
determine how many doctors want OASI coverage and 
what form of coverage these doctors might prefer. 
There have been a few cursory surveys but, to the best 
of our knowledge, no one has asked for a collective 
opinion. A questionnaire, recently mailed to 1,500 
Academy members, may furnish interesting answers. 

New Jersey’s Essex County Medical Society reports 
that 75 per cent of its members oppose compulsory 
coverage, while approximately 71 per cent favor vol- 
untary coverage. Eighty per cent favor the Jenkins- 
Keogh legislative proposals which permit doctors to 
establish a retirement income fund via income tax 
deferments. 

The American Medical Association regards the Es- 
sex County survey as fairly representative of current 
opinion in metropolitan areas. Normally, compulsory 
coverage receives its strongest support from metropoli- 
tan area physicians. 

R. G. Van Buskirk, executive secretary of the AMA’s 
Committee on Legislation, reports that there have 
been a number of local surveys but that these have been 
difficult to evaluate as they were conducted in different 
places at different times with different questions. 
Generally speaking, Van Buskirk believes, physicians 
overwhelmingly prefer voluntary coverage to either 
compulsory coverage or no coverage. 

So far, no one has ascertained why Congress has 
been cool toward proposals that urge voluntary cover- 
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age—already available to clergymen. Those who op- 
pose this form of coverage point out that adverse selec- 
tion by professional men would make such a system 
completely unfeasible. We have no idea why this same 
logic would not apply to clergymen. 

GP, always interested in the attitudes and reactions of 
its readers, would welcome expressions of opinion. Is 
it possible that the rank and file actually see advan- 
tages to coverage under Old Age and Survivors 
Insurance? 


Painless Myocardial Infarction 


WHEN A patient dies suddenly, at the very onset of 
myocardial infarction, no one ever knows whether or 
not he had pain. Except for cases of this kind, chest 
pain is nearly always present. Indeed, when hospital 
records of patients are reviewed, absence of a history 
of pain often causes the astute reviewer to doubt the 
completeness of the history. Nevertheless, in the best 
regulated records, there are bound to be some exam- 
ples of painless myocardial infarction. 

In older people particularly, the hypotension that 
attends myocardial infarction sometimes distorts the 
clinical picture into one of cerebral apoplexy. This 
comes about because pre-existing cerebral arterioscle- 
rosis had already produced a sublinical deficit in ar- 
terial supply to the brain. Then, with hypotension, 
nutrition of the brain quickly falls below a critical level, 
and encephalomalacia results. Often this sequence of 
events begins during sleep, so that the patient is found 
in his bed in the morning with hemiplegia or other evi- 
dence of his cerebral vascular disorder. For a variety 
of reasons—aphasia, mental confusion, unconscious- 
ness—the myocardial infarction then is “painless” and 
may indeed escape clinical detection unless an electro- 
cardiogram is wisely made a part of the initial pro- 
cedure of case study. 
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Sometimes in patients having pre-existing hyper- 
tensive cardiovascular disease (less often in other etio- 
logic types), acute left ventricular failure supervenes 
at the onset of myocardiai infarction. When this hap- 
pens, the whole episode is likely to be painless. As was 
once remarked in GP, “A patient who has simul- 
taneously pain of myocardial infarction and intense 
breathlessness of acute left ventricular failure. is likely 
not to notice his chest pain, much less have the breath 
to complain about it.” 

In the New England Journal of Medicine for June 9, 
1955, Wasserman, Bellet and Saichek re-emphasized 
that postoperative myocardial infarction is often pain- 
less. They cited an experience with 25 patients who 
developed myocardial infarction after a surgical oper- 
ation (usually a major operation). Only eight of the 
patients experienced typical pain. In fact, hypotension 
was more often the only major clue to the diagnosis 
until an electrocardiogram was obtained. Minor clues 
had existed (in retrospect) in the form of predisposing 
factors—notably pre-existing heart disease, older age 
of patients, hypotension or hypoxia during surgery. 
The authors did not speculate about the reasons for 
an absence of pain in their patients. Perhaps pain was 
prevented in some cases by postoperative administra- 
tion of analgesics. In others, perhaps other discom- 
forts peculiar to the postoperative state overshadowed 
chest discomfort. In still others, it is possible that in- 
farction was not truly postoperative, but had its onset 
during surgery (while the patient was anesthetized). 

In a subsequent issue of that same journal (July 14, 
1955), Marchand brought out that psychotic patients 
frequently do not react to painful pathologic processes 
as mentally normal persons do. In his experience, this 
had been “especially evident when patients with acute 
myocardial infarction were observed.” In more than 
two-thirds of such cases, there had been no complaint 
of pain. In the majority of cases, a diagnosis of acute 
myocardial infarction was reached only because alert 
psychiatric aides or nurses noted something wrong 
with the patient—sometimes only a change in psychi- 
atric behavior. In Marchand’s opinion, the frequency 
of painless infarction among these patients is an ex- 
pression of their psychotic state. In his words, “psy- 
chotic patients, although they perceive painful sensa- 
tions, do not react to the pain because of the fact that 
the meaning of pain is actually lost to them.” 

From this brief review of various experiences, it is 
apparent that physicians in all types of practice may 
expect to encounter cases of painless myocardial in- 
farction. Even excluding instances in which sudden 
death precludes a history of pain, the residue of “pain- 
less” cases represents a troublesome diagnostic prob- 
lem. Physicians depend so much upon chest pain as 
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the signal for considering a diagnosis of myocardial in- 
farction, that serious mistakes can result when that 
signal is lacking. Some of those mistakes will be avoic- 
ed by consideration of the circumstances under whic| 
infarction is likely to develop painlessly. 


The “‘Ulcer Type” 


“ULcER TYPE” is a firmly established Americanism. 
From advertising agencies on the east coast to movie 
studios in California, people use the term to describe 
what they believe to be a personality type. Sometimes 
they use it in self description, saying openly, ‘I’m the 
ulcer type, you know.” It would appear that “ulcer 
type” carries no stigma of infirmity, either physical or 
emotional. Indeed, in some circles, it seems a matter of 
pride—hard won in business competition. (There was 
the executive in Hollywood who wept when she learned 
that her digestive disturbances were not due to an ulcer 
like the one her boss had.) 

For doctors and others who subscribe to the notion 
of a distinct “ulcer personality,” there’s disillusion- 
ment in the July issue of the Archives of Internal Medi- 
cine. There Dr. Harold P. Roth reported. “ . . . The 
nature or even the existence of the ulcer personality 
cannot be considered established.” His reasons for 
that iconoclastic statement—personal skepticism rein- 
forced by perusal of medical literary efforts to describe 
the “ulcer type.” 

It seems Dr. Roth could not be sure that the ulcer 
patients he saw belonged to a definite personality type. 
When he examined articles that discussed the ulcer 
personality, he found that in half the articles a method 
of study was not described. In the other half, three 
general methods had prevailed: (1) interview, (2) psy- 
choanalysis, (3) psychological testing. Various defects 
in technique were found frequently in the studies, in- 
cluding: 

1. No distinction between patients with duodenal 
ulcer and patients with gastric ulcer. 

2. No distinction between male and female ulcer pa- 
tients. 

3. Conclusions drawn from studies of samples that 
were not representative. 

4. Incomplete evaluation of personality traits. 

5. Uniform lack of adequate control in interview 
studies. 

6. Small numbers in groups studied by psychoanal- 
ysis and by psychological tests other than the Ror- 
schach test. 

When Roth searched for agreements on the nature 
of the ulcer personality, again there was disappoint- 
ment. He reported: ‘A number of different personali- 
ties were described as the typical ulcer personality - . . 
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There was no whole personality or feature of personal- 
ity that was agreed upon by as many as a third of the 
investigators .. .” 

Maybe it’s just as well that peptic ulcer, whether 
duodenal or gastric, has not after all been proved to be 
a badge of ambition, success, meticulousness, or anx- 
iety or any other trait. Perhaps physicians can now 
view their ulcer patients without prejudgment of their 
psychic workings. This should be particularly helpful 
in dealing with some of the public-assistance class of 
ulcer patients. It’s always been difficult to make some 
of them conform to some of the popular conceptions of 
the “ulcer type.” 


Diagnosis Is Never Easy 


“DiaGNosis BY SLIDE Rute?” was the catchy heading 
for the picture of an ingenious mechanical device in 
Abbott Laboratories’ What’s New, No. 189. The original 
Lancet article from which the picture story was devel- 
oped, had been called “Differential Diagnosis: An Ap- 
paratus to Assist the Logical Faculties.” That title 
pretty well describes the purpose of the gadget. It looks 
like a slide rule—functions by arraying symptoms be- 
side a list of diseases with the intention of providing 
diagnostic probabilities for a given combination of 
symptoms. 

There is nothing new in the principles of this diag- 
nostic device. Within the memory of man, physicians 
have used various methods for this purpose. Hippoc- 
rates had a method. Every clinicopathologic conference 
exercises the same principles. Textbooks have been de- 
voted to the subject. All these strivings represent phy- 
sicians’ attempts to illuminate the scientific side of di- 
agnosis. 

All these methods are successful more or less in 
proportion to the completeness of disclosure of clinical 
manifestations. When the disclosure has been incom- 
plete, the answer (diagnosis) may be entirely logical, 
but it probably will be wrong. For example, consider 
how infrequent the diagnosis of diabetes might be in 
ofhce practice if urine examinations were not done rou- 
tinely. 

Another factor that limits the scientific diagnosis is 
experience (knowledge). Whether the physician uses a 
slide rule or does mental “sums” with a patient’s symp- 
toms, the correct diagnosis may not be forthcoming 
simply because that diagnosis is not to be found in the 
list of diseases (on the slide rule or in the physician’s 
mind), The influence of experience often is apparent in 
the mass medical consciousness. For example, the 
symptoms of-dissecting aneurysm of the thoracic aorta 
have always been pretty standard. A comparatively few 
years ago, when patients developed those symptoms, 
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consideration was rarely given to the diagnosis of dis- 
secting aneurysm. That diagnosis was outside the list. 
Nowadays, the same symptoms readily suggest dissect- 
ing aneurysm. It has become a commonplace diagnosis. 

Experience (knowledge) and completeness of dis- 
closure of clinical manifestations are often interde- 
pendent. When a physician lacks knowledge of a dis- 
ease, he does not know how to discover the manifesta- 
tions of that disease. For instance, suppose he were 
unfamiliar with the syndrome of post-partum pituitary 
necrosis. Would he ask the proper questions or obtain 
the necessary studies of endocrine function in an as- 
thenic woman whose complaints have finally brought 
her to the doctor several years after her last preg- 
nancy? Probably not. And when, by chance or by 
clever hypothesis, additional clinical manifestations are 
brought out for appraisal, knowledge broadens, and 
new diagnostic possibilities are added to the list. 

In an earlier paragraph, this editorial mentioned 
“the scientific side”’ of diagnosis. Is there another side ? 
Does “art” have a place in diagnosis? Certainly it 
seems so. Some physicians have a knack for eliciting 
the right information at the right time. They show ex- 
ceptional ingenuity in history-taking. They set the pa- 
tient at ease, so that embarrassment and fear and for- 
getfulness don’t block his flow of thought. They have 
an exceptional talent for recognizing a herring’s color 
at a distance. Diagnosis is never easy, but for them at 
least, it seems easier. 


Uncle Wilfred 


Uncie Witrrep had a ready answer for one of the hos- 
pital’s bright young nurses the other day. She asked 
him the difference between a neurotic and a psychotic. 
A psychotic,” Uncle Wilfred promptly responded, 
“thinks that two plus two equals five.” 
**A neurotic knows that two and two equals four, but 
it makes him nervous.” 


More About Cobalt 


GP. vor Marcu, 1955, carried an editorial entitled 
“Goitrogenic Effect of Cobalt.” That editorial was 
based on a JAMA report by Kriss, Carnes and Gross 
that seemed to indicate that large doses of cobaltous 
chloride had provoked thyroid hyperplasia and hypo- 
thyroidism in a few children. The GP editorial writer 
therefore opined that it would be wise to avoid indis- 
criminate use of cobalt pending further investigation. 

Such “further investigation” was reported in the 
Journal of the American Medical Association for August 
13, 1955. There, four separate articles presented a 
unanimous opinion: A goitrogenic effect of cobalt had 
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not been apparent in either the animal or the human 
experiments of the authors of those essays. 

That same issue of the Journal carried an editorial 
about cobalt and the thyroid. It stated: “Undoubtedly, 
as often is the case in therapeutics, a difference of 
opinion has arisen. More work may be in order, or 
sufficient data may be available now.” Then the reader 
was left the privilege of drawing his own conclusions. 

In the meantime, while cobalt was being exonerated 
of a tendency to affect the thyroid gland, the mineral’s 
place in therapeutics was being questioned. Thus, in 
the August, 1955, issue of Blood, a ‘Panel in Therapy” 
was devoted to “The Use of Cobalt and Cobalt-Iron 
Preparations in the Therapy of Anemia.” The partici- 
pants in the “panel” were members of Blood’s Editorial 
Board—17 of the nation’s leading hematologists. They 
were polled individually “for their opinions on the use 
of cobalt in general and the merits of cobalt-iron prep- 
arations in particular.” As moderator of the “panel,” 
Editor William Dameshek summed things up as fol- 
lows: 

“It seems well-nigh unanimous from the above com- 
ments that cobalt has little if any value in the clinical 
management of anemia. Even in the anemia of chronic 
nephritis for which some beneficial results have been 
claimed, although there may be a slight improvement 
in red cell values, there is probably little if any clinical 
benefit for the patient. Our experience with cobalt in 
the treatment of hypoplastic anemia and other instances 
of bone marrow failure has been almost uniformly dis- 
appointing. 

“In iron deficiency, there seems little if any indica- 
tion for using anything other than iron, which has 
such striking value. Because of the almost complete 
unanimity of the panel in this regard and because of 
possible toxicity of cobalt in some patients, it seems 
unwise to recommend either cobalt alone or cobalt 
with iron to the medical profession, although of course 
one might continue its use as an experimental material 
under certain circumstances.” 


Chronic Viral Hepatitis 


IT Is GENERALLY AGREED that acute viral hepatitis some- 
times progresses to a chronic stage which may termi- 
nate as cirrhosis. However, the frequency with which 
this happens has been a subject more for speculation 
than for careful study. This is not surprising in view 
of the difficulties to be anticipated in the kind of long- 
term follow-up investigations that would be necessary. 
Nevertheless, the National Research Council has organ- 
ized facilities for study of the problem, and a report 
has been published by Neefe and coworkers in the 
Annals of Internal Medicine for July, 1955. 
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That report dealt with assays carried out betwec i: 
1946 and 1950 in several groups of people, as follows: 

1. ‘Posthepatitis” Group: This included 126 veter- 
ans known to have had viral hepatitis (with jaundice) 
during World War II. There were also 145 people who 
had been similarly ill at the time of an outbreak of 
hepatitis in 1944 at a civilian summer camp near Phil- 
adelphia. 

2. “Heavy Exposure” Group: This consisted of 92 
veterans known to have had extraordinary opportunity 
for exposure to hepatitis virus during World War I1, 
but who did not develop hepatitis with jaundice. There 
were also 46 campers in a similar category. 

3. “Minimal Exposure” Group: There were 100 
World War II veterans who had not had any recog- 
nized exposure to hepatitis virus. As an additional 
“control” group, 142 male medical students were 
studied. 

‘The examinations in these 651 people included his- 
tory, physical examination and a battery of liver func- 
tion tests. In a few instances, liver biopsy was obtained. 

Within the limits of the four to six year follow-up 
period, Neefe’s group did not discover evidence of a 
relationship between an attack of viral hepatitis with 
jaundice and subsequent findings that would indicate 
chronic liver disease. A 

There were indeed a number of people who had 
laboratory or other evidences of liver disease, but a 
previous attack of jaundice or a “maximum” exposure 
to hepatitis virus had no bearing on the prevalence of 
such hepatic disorder. 

In the groups studied, it was apparent that abnor- 
malities of liver function were disclosed more frequent- 
ly among the veterans than among other people. How- 
ever, to repeat, this fact had no apparent relationship 
to exposure to hepatitis virus. The authors speculated, 
The increased incidence (not statistically signifi- 
cant) of hepatic disturbance in the ‘veteran posthepatitis’ 
group, if real, may have been the result of the combined 
effect of hepatitis and certain predisposing or associ- 
ated factors, plus a higher incidence of other etiologic 
types of liver injury resulting from the greater exposure 
of this group to a variety of agents and conditions that 
might result in liver injury.” 

The pattern of recurrence of “major episodes” of 
liver disease was also appraised. These were episodes in 
which patients had definite jaundice or were hospital- 
ized for liver disease, but in which the symptoms were 
not continuous with an original attack of virus hepati- 
tis. It was apparent that recurrences of this sort were 
closely referred to the time of the initial illness. They 
were rare after the third year from the-onset of the 
hepatitis. It was suggested that when a patient becomes 
jaundiced more than three symptom-free years after an 
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attack of viral hepatitis, a new illness should be sus- 
pected. 

Certain questions were left unanswered by this in- 
vestigation, including: 

1. What differences might be found with a similar 
study in women, in older age groups or in persons hav- 
ing other associated medical conditions or exposures ? 

2. If histologic examinations of the liver had been 
done routinely, what results would have been obtained 
regarding the prevalence of abnormalities of the liver 
not detectable by history, physical examination and 
laboratory tests? 

3. What is the role of viral hepatitis without jaundice 
in the etiology of chronic liver disease ? 

However, within the prescribed limits of their in- 
vestigation, the authors could conclude: ‘The results 
of the present study do not indicate that acute viral 
hepatitis with jaundice is incapable of initiating a chron- 
ic progressive hepatitis culminating in diffuse fibrosis, 
portal hypertension, advanced hepatic insufficiency 
and death. They do indicate that the incidence of such 
chronic liver disease initiated solely by acute hepatitis 
with jaundice is very low in males, in the age groups 
studied, within the four to six year follow-up period.” 

One of the handicaps apparent in this and other sim- 
ilar studies is the lack of specific tests for identification 
of hepatitis virus. When that deficiency is resolved, re- 
search in the field of liver disease will be enormously 
stimulated. 


In Rebuttal 


FILED IN OUR all-we-want-are-the-facts department is 
an item that discusses a recent Nashville Academy of 
Medicine survey. Inspired by charges that doctors are 
not interested in civic or community activities, the 
Nashville Academy mailed a questionnaire designed to 
determine what the 400 Academy members are doing 
for the people of Nashville. 

During 1954, the 400 doctors rendered an estimated 
122 thousand hours of free medical care. In dollars and 
cents, this represents a $1,700,000 contribution. Their 
donations to charity and welfare drives totaled $520,000. 
They simultaneously devoted 65,200 hours to civic 
duties, church work and similar activities. 

On a per member basis, this represents 305 hours of 
free medical care at a cost of $4,250, with charity dona- 
tions averaging $1,300 and civic activities consuming 
163 hours. 

We often wonder how much higher it would be neces- 
sary to set community fund quotas if doctors did not 
contribute substantial amounts of time and free med- 
ical care. We simultaneously commend the Nashville 
Acaclemy on an ingenious public relations idea. 
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A Dedication in Place of an Orchid 


As RECORDED in the Medical Annals of the District of 
Columbia last month, Dr. Edgar M. McPeak had told a 
gathering of nonmedical men to expect these qualities 
in their doctor : 

1. Professional competence, based on well-rounded 
knowledge, backed by a program of regular study. 

2. Integrity of character and cleanness of life some- 
what above the ordinary. 

3. Constant exhibition of kindness, tolerance and 
consideration. 

4. Ability and willingness to talk a language the pa- 
tient can understand. 

With those thoughts in mind, Dr. McPeak was ready 
to advise his listeners: “In choosing a doctor you are 
selecting a physician not only skilled in the diagnosis 
and treatment of disease but a person whom you must 
trust... My first suggestion is that you choose him 
from among the general practitioners of medicine.” 

That advice was offered without any deprecation of 
specialism. Indeed, Dr. McPeak, himself a specialist in 
radiology for many years, acknowledged that this is an 
age of specialism. He gave credit for progress in medi- 
cine to the development of the medical specialties, but 
contended: “. . . Important as the specialist is in medi- 
cine today he really occupies only a minor place, be- 
cause 80 to 90 per cent of all the illnesses which afflict 
us can best be dealt with by the general practitioner of 
medicine.” To make things perfectly clear, he added: 
‘Choose a general practitioner for your family physi- 
cian, one whom you can trust both for his professional 
competence and for his integrity of character, and con- 
sult specialists only upon his advice.” 

In the past few years, more and more specialists are 
talking to the public in support of general practice. 
That kind of talk is always heartening to Academy 
members. At the same time, it is a powerful stimulus to 
live up to the high professional-educational ideals of the 
Academy. 

Perhaps general practitioners should send an orchid 
in return, to Dr. McPeak. Still it would seem more 
appropriate to pledge to him, and to others like him, 
full dedication to those ideals that he and Academy 
leaders have declared. The chances are he would value 
that dedication of purpose more than an orchid. It just 
happens that, in his hobby time, Dr. McPeak has be- 
come one of the foremost orchid growers in the United 
States. 
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: Figure 1. Eczematous dermatitis before and after treatment. 
Figure 2. Before and after treatment with hydrocortisone ointment. 


Three hundred patients representing a varwety 

of inflammatory dermatoses were treated by local application 
of hydrocortisone acetate or hydrocortisone free alcohol. 
Concentrations of 1 per cent and 2Y2 per cent were used 

in a vanishing cream base. Results generally were good. 
Dermatosis in thin-skinned areas was especially responsive. 
Relief was almost instantaneous for patients having pruritus 
of the anus, vulva or scrotum. Hydrocortisone ointment 

is not a panacea. However, it may make the patient comfortable 
while other specific measures are brought into use. 


Clinical Evaluation of Hydrocortisone Ointment 


BY J. FRED MULLINS, M.D. AND EDWARD M. SHAPIRO, M. D. 


Department of Dermatology and Syphilology The University of Texas Medical Branch 


Galveston, Texas 


IN THE PAST FEW YEARS a tremendous advance has been 
made in the treatment of inflammatory dermatoses. 
Although cause of the disease is still obscure in some 
cases, a specific and rapid improvement can often be 
obtained by the use of the newer antibiotics, enzyme 
catalysts and steroid hormones (ACTH and cortisone). 

It was soon realized that although marked relief 
could sometimes be obtained by the systemic use of the 
steroids, the side effects were often as distressing as 
those of the dermatosis itself. The next approach was 
the local application of the active ingredient. Topical 
cortisone was found to be ineffective, but hydrocorti- 
sone was found to be highly effective in reducing 
symptoms in certain dermatoses. 

Concentrations varying from 0.1 to 5 per cent of 
hydrocortisone were used in a variety of bases, includ- 
ing petrolatum, petrolatum-lanolin, carbowax and van- 
ishing creams. At first the acetate form was used, but 
later, because of its more potent systemic anti-inflam- 
matory effect, the free alcohol was investigated. 

In a recently published article by one of us (J.F.M.), 
the use of hydrocortisone acetate in 100 cases of var- 
ious dermatoses was reported. The purpose of this es- 
say is to extend that report, and to summarize our ex- 
perience with hydrocortisone free alcohol on an addi- 
tional 200 well-controlled patients. 
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Methods and Materials 


The cases selected for this study include the previ- 
ously reported 100 cases as well as 200 additional 
cases (total: 300 cases). Material utilized in this study 
consisted of hydrocortisone acetate and hydrocortisone 
free alcohol in percentages of 1 per cent and 24% per 
cent. Patients were instructed to apply the ointment 
four times daily and, whenever possible, those with 
symmetrical lesions were selected so a paired compari- 
son could be made. When there was no symmetrical in- 
volvement, an attempt was made to evaluate this form of 
therapy with the standard modalities. Many had pre- 
viously received other treatment. Results were graded 
on the basis of both objective and subjective improve- 
ment with respect to previous therapy and expected 
natural course of the untreated disease. Grading was 
on the basis of marked, moderate, slight or no improve- 
ment. A careful observation was made for any un- 
toward reaction or evidence of systemic effect (Charts 
1 and 2). 


Results 


Our previous clinical impression was that there was 
no significant difference of effect between hydrocorti- 


59 


. 
| 
‘ 


sone acetate and the free alcohol, and this opinion has 
held throughout this study. This agrees with the find- 
ings of Sulzberger. 

We were, however, impressed with the variations in 
response from individual to individual, and particu- 
larly with the consistently better response of the der- 
matoses in the thin-skinned areas, such as the eyelids, 
the periauricular region and the anogenital region. 
Our findings agreed with those of Kile, that certain 
dermatoses, when present in the thin-skinned areas, 
responded to therapy even though the lesions were 
refractive at the more usual sites of distribution. 

In certain cases, response to the 24% per cent con- 
centration was superior to the results of the 1 per cent 
in relief of symptoms of itching, burning, weeping and 
vesiculation. However, in many other cases the 1 per 
cent concentration gave marked relief within 24 to 48 
hours. 

In the cases of contact dermatitis, eczematous der- 
matitis and atopic dermatitis, response was very satis- 
factory. This occurred many times when the exact 
etiology could not be definitely ascertained nor the of- 
fending agent eliminated (Figures 1 and 2). When sec- 
ondary infection was present, slightly better results 
were obtained when an antibiotic ointment was used 
concomitantly, 

The treated cases of seborrheic dermatitis, psoriasis 
and lichen planus were mostly located on the thin- 
skinned areas, and gave a satisfactory response even 
though lesions on the same person at other sites may 
not have shown improvement. 

Hydrocortisone ointment was found to be an ad- 
junct in the treatment of vesicular dyshidrosis of the 
hands and feet. Out of a total of 27 patients with this 
condition, 22 showed a marked or moderate improve- 
ment. It was especially valuable in those cases which 
appeared to be “housewives” eczema” or a variant of 
nummular eczema. 

Particularly of note was the significant initial re- 
sponse of patients having cutaneous infection with 
Candida albicans. There were 18 patients who pre- 
sented monilial folliculitis of the groin and other in- 
tertriginous areas. In almost every case, there was 
marked relief of erythema and pruritus within 24 to 
48 hours. 

At the end of five to seven days, the skin appeared 
normal. However, if medication was discontinued at 
this time, a large percentage of the eruptions recurred. 
This could be offset by the use of Castellani’s Paint or 
other monilicidal agents after the acute process had 
subsided. There was no benefit in two cases of tinea 
corporis caused by Trichophyton rubrum. 

We wish again to emphasize the marked relief of 
itching in “essential” pruritus of the anus, scrotum 
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and vulva. There is little doubt that hydrocortisone 
ointment is the most effective agent that we have ever 
used in these conditions. It is very important to rule 
out all the specific etiologic agents to be certain that 
one is dealing with an idiopathic or “essential” type 
of pruritus in these regions. 

Lichen simplex chronicus will respond satisfactorily 
only when the preparation is applied regularly and 
over a considerable period of time. 

Although these agents were used in a large number 
of miscellaneous dermatoses and found effective in 
many of these, the numbers of cases were too small to 
draw any significant conclusions. Included among our 
group of miscellaneous dermatoses were granuloma 
annulare, Hodgkin’s disease, lupus erythematosus, 
necrobiosis lipoidica diabeticorum, and_ ultraviolet 
light burns, in which there was poor or no response to 
the agent being applied. 

An untoward reaction was recorded in only one pa- 
tient, who was being treated for lichen simplex chroni- 
cus. This consisted of an increase in pruritus and a 
definite erythematous halo. Sensitivity to the hydro- 
cortisone was not proved by patch test, and it is as- 
sumed that the patient was sensitive to the base. 


Hydrocortisone ointments in the form of acetate and 
the free alcohol are about equally effective in the treat- 
ment of various inflammatory dermatoses. The bene- 
ficial results obtained probably depend on the amount 
of “absorption” by the skin. This would tend to ex- 
plain the more pronounced results on the thin-skinned 
areas. 

It is logical to assume that absorption of this and 
other compounds is greater where the continuity of 
the epithelial barrier has been broken, and this might 
help explain the good results that were obtained when 
the product was used on eczematous areas. Livingood 
and associates have shown definite systemic absorption 
effects from the use of 9-fluorohydrocortisone. 

In many cases, the relief obtained was largely symp- 
tomatic, and the disease relapsed after discontinuation 
of the treatment, particularly in cutaneous candidiasis 
and in seborrheic dermatitis. Although the ointment 
base contained methylparaben, it is very doubtful that 
this alone could have accounted for the good results 
that were obtained. In these cases, prolonged use of a 
lower concentration or use at less frequent intervals 
sufficed to keep the patient comfortable. At times, the 
use of other specific therapeutic modalities could be 
instituted after the acute symptoms had subsided. No 
doubt hydrocortisone ointment will be integrated with 
other well-accepted agents. 
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In a high percentage of cases, there was no relapse 
after discontinuation of the drug, and it can be postu- 
lated that there is either an intrinsic curative effect in 
some diseases or that the symptoms are suppressed 
long enough for the natural bodily processes to effect a 
cure, 

The hydrocortisone acetate and free alcohol were 
used in a vanishing cream base. It is our feeling, after 
comparison with a small number of cases in which a 
petrolatum-lanolin base was used and also a few cases 
in which a lotion vehicle was used, that the vanishing 
cream base is superior in the acute and subacute varie- 
ties of dermatoses. However, this again may be related 
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to the “absorption” coefficient of this type of base. 

Since this work was completed, alpha fluorohydrocor- 
tisone has been placed on the market, and a chlorohy- 
drocortisone is being investigated. It is probable that 
newer compounds will be produced with greater effect 
due to better absorbability or other characteristics that 
will make them more efficient for the treatment of in- 
flammatory dermatoses. 


The Cortril for this study was furnished by Chas. Pfizer & Co., 


Inc. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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t Per cont Number of cases Average no. of days 
Hycrecertisone acetate 1 52 
Hydrocortisone acetate 2% 71 
y free alcoho! 1 101 390° 
| Hydrecartisone free alcoho! 2% 76 15 
Total 300 
Number Marked Moderate Slight Ne 
Diagnosis of improvement improvemset improvement : 
Contact dermatitis 35 
 Eezemotous dermatitis 22 2 
a Vesicular dyshidresis 5 
Pruritus ani, vulyee et scrot! 20 2 
dermatitis 12 6 
 Nummular eczema 3 
infectious eczemetoid dermatitis i 
1 _ Lecalized neuredermatitis of the eyelids 5 
Lichen planus 1 
Herpes simplex 3 
Drug eruption 1 1 
t Psoriasis (seborrheic) 3 
 Pyegenic granulemea 2 
1 Sunlight sensitivity 2 
Tinea corporis rubrum) 1 } 
Miscellaneous dermatitis 1 6 2 j 
if Total 300 77 78 W 
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Spontaneous Pneumothorax 


Spontaneous pneumothorax usually is the result of a fistula 

at the site of rupture of a pleural bleb. The onset is sudden, 

with chest pain and dyspnea. Intrapleural pressure measurements 
reveal whether or not the fistula is still open, closed 

or intermittently open. There are strong advantages to treatment 
by a method that insures rapid re-expansion of the lung. 

The water-seal method is simplest. When fluid or blood is present, 
this should always be removed as completely as possible. 
Occasionally a surgical emergency develops 

because of bleeding at the site of a torn pleural adhesion. 


BY PATRICK B. STOREY, CAPT., M. C. USAR 
AND STEPHEN S. BERTE, MAJOR, M. C. USA 


Baltimore, Maryland 


SPONTANEOUS PNEUMOTHORAX occurs in two distinct 
clinical situations. It may complicate an existing pul- 
monary disease, such as tuberculosis or pneumonia, or 
it may occur ina previously healthy person. The former 
type is secondary to the underlying disease, and the 
latter has been referred to by a number of names, the 
most common of which are idiopathic spontaneous 
pneumothorax or pneumothorax simplex. 

The distinction between the two forms seldom poses 
a clinical problem, since the underlying cause of the 
secondary form is usually apparent to clinical and x-ray 
examination. On the contrary, the cause of the idiopath- 
ic collapse is usually quite obscure, and it is only from 
surgical exploration of these cases that we know the 
cause and the proper approach to treatment. 


Etiologic and Pathologic Considerations 


It was once thought that pulmonary tuberculosis was 
the most frequent cause of idiopathic spontaneous 
pneumothorax. This is no longer accepted as true, since 
it has been shown that tuberculosis rarely develops in 
these patients, and actually is no more frequent than 
might be expected in the general population. 
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It is recognized now that the most frequent cause is 
the presence of one or more pulmonary bullae or sub- 
pleural blebs. One of these or more may rupture direct- 
ly into the pleural space, producing a single episode or 
recurrent episodes of pulmonary collapse. Occasional- 
ly, the pneumothorax may be secondary to mediastinal 
emphysema, with rupture of air from the mediastinum 
into the pleural space, but this association is seldom 
seen. 

The origin of these blebs is a matter that has not yet 
been clarified. They may represent congenital defects in 
the lung parenchyma, a concept lent weight by their 
frequent occurrence in previously completely healthy 
young men, or they may be the result of regional ob- 
structive emphysema, secondary to a stenosing bron- 
chial or bronchiolar lesion. That the latter is the mech- 
anism in some cases cannot be denied, but it has not 
been shown to be the cause in all cases. 

In recent years the clinical management of these cases 
has come under considerable scrutiny by both the 
physician and the thoracic surgeon, and it is on this 


. aspect in particular that there has been good progress 


in our knowledge. 
When a patient is seen who has suffered a spontan- 
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eous pneumothorax there are several problems that 
face his attending physician and that require immediate 
or eventual answers. The pneumothorax itself may pro- 
duce serious and distressing symptoms, and may be 
accompanied by life-threatening complications, such as 
hemorrhage into the pleural space or tension pneumo- 
thorax with mediastinal displacement and severe respir- 
atory embarrassment. In the presence of underlying 
disease such as emphysema, only a partial pneumo- 
thorax may cause symptoms of pulmonary insufficiency 
and require emergency treatment. The existence of 
underlying disease must be detected and appropriate 
treatment carried out and, in the case of recurrent at- 
tacks of collapse, consideration must be given to meth- 
ods of preventing further episodes. 

It is the unusual case of spontaneous pneumothorax 
that does not include sudden chest pain, but asympto- 
matic pneumothorax does occur—the so-called ‘‘sur- 
prise” pneumothorax. This phenomenon is well 
known in hospitals that treat the tuberculous and, in 
situations where large numbers of routine x-rays are 
taken, spontaneous pneumothorax is seen in asympto- 
matic or only slightly symptomatic persons. For the 


most part, however, sudden chest pain announces the 
disease. 

The presence and degree of dyspnea depend upon 
the extent of the collapse and the presence of pre- 
existing disease resulting in pulmonary insufficiency. 
In this regard, it should be remembered that when a 
spontaneous pneumothorax is suspected clinically, it 
may be missed on the standard x-ray taken in full in- 
spiration. Taking the film in full expiration may bring 
out the presence of a small pneumothorax. 

At the time he is first seen, the patient may have a 
partial or complete collapse, with or without the pres- 
ence of parietovisceral pleural adhesions. It is of some 
importance to note the presence of such adhesions be- 
cause they indicate at least the previous presence of an 
inflammatory lesion of the lung, and too, rupture of one 
of these adhesions may lead to hemorrhage. When an 
adhesion holds the collapsed lung out to some extent, 
it may not be possible to decide about the patency of 
the bronchopleural fistula, and intrapleural pressure 
measurement or gas analysis will have to be used to 
obtain this information. 

A small percentage of the idiopathic type and a larger 


DIAGRAMMATIC REPRESENTATION Of INTRAPLEURAL PRESSURE STUDIES 


TO DETERMINE TYPE OF FISTULA PRESENT 
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Figure 1. Massive spontaneous collapse of the lung. Note the presence 
of an adhesion in the midlung field, the displacement of the mediasti- 
num, and the marked lowering of the left leaf of the diaphragm with 
a fluid level. This is obviously a tension pneumothorax. The pressures 
were positive up to 9 cm. of water. Immediately after removing 1,200 
cc. of air, increased symptoms occurred and the pressure was found 
to be plus 30 cm. of water. The patient was immediately taken to the 
operating room where a tube was placed in the chest and water-seal 
suction was instituted, with rapid expansion of the lung. 


Figure 2. The same patient as in Figure 1, following expansion of 
the lung. Patient has cavitary tuberculosis of the lung. 
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percentage of the secondary type have fluid or blood i:; 
the pleural space, which is a serious complication anc 
requires special attention. Bronchial obstruction wit); 
atelectasis, and consequently the danger of superim- 
posed infection of the lung and pleura, may complicate 
the picture. The appearance of fluid, blood or pus in the 
pleural space signifies the danger of an unexpandable 
lung. 


Management of Spontaneous Pneumothorax 


The treatment of a spontaneous pneumothorax will 
vary with several factors: the degree of the collapse, the 
symptoms, the state of the collapsed lung, and the pres- 
ence or absence of complications. Regardless of the 
presence of underlying disease, re-expansion of the lung 
must be guaranteed, and is the objective of early ther- 
apy. The underlying disease poses a separate problem, 
usually to be handled subsequent to re-expansion. 

In the case of complete collapse or partial collapse 
with an adhesion visible on x-ray, it may be necessary to 
measure the intrapleural pressure, and it is always desir- 
able to remove air from the pleural space (Chart 1). The 
measurement of pressure is best done with a pneumo- 
thorax machine equipped with a water or gauge mano- 
meter. 

A wide open fistula will be associated with atmos- 
pheric pressure in the pleural space and will not register 
more than slight variations toward positive and negative 
on the manometer. 

If the initial pressure is negative, it may be assumed 
that the fistula is closed. If the initial pressure is posi- 
tive, then the fistula may either be closed or of an open 
check-valve type. This may be ascertained by removing 
air and reducing the pressure to negative. If it imme- 
diately increases to positive, then a check-valve is oper- 
ating and allowing the rapid entry of air into the pleural 
space. 

To detect the presence of a slow leak, the pressure 
determination may be repeated in a matter of several 
hours, and if it has again become positive then the 
patency of the fistula is known. The practical im- 
portance of making this determination is that the pres- 
ence of an open fistula dictates the use of catheter 
drainage of the chest. This is not to imply, however, that 
actual pressure measurements are necessary in every 
case. Clinical evaluation will frequently make it obvious 
that catheter drainage is in order (Figures 1 and 2). 

If unusual laboratory facilities are available, another 
method of detecting a patent fistula is by assaying the 
oxygen content of the pleural air. If the fistula is closed, 
oxygen content will be less than 5 per cent because of 
the rapid absorption of oxygen across the pleural mem- 
brane and the relatively slow absorption of nitrogen. 
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Uncomplicated Spontaneous Pneumothorax 


Because of the unpredictableness of pneumothorax, 
the patient should in most cases be hospitalized initially 
until it is apparent that the fistula is closed and the lung 
is progressively re-expanding. If there is only a partial 
collapse of small degree and there are no adhesions, and 
the presence of dyspnea does not require active inter- 
vention, it may be assumed that the patient has a closed 
fistula (Figure 3). In such a case all that is needed is 
clinical observation together with follow-up fluoroscopy 
to be sure that the lung is not going down because of a 
small check-valve fistula. If there is doubt about the 
patency of the fistula, intrapleural pressure measure- 
ments may be resorted to. 

The time necessary for re-expansion of the lung varies 
considerably. Complete expansion usually occurs with- 
in two to six weeks. If, however, re-expansion is not 
progressive during this period of watchful waiting, 
more active methods should be used. 

The length of time usually involved in the spontane- 
ous re-expansion of the lung presents a problem in the 
clinical management for several reasons. When every- 
thing goes well and the lung comes up relatively quickly 
and completely, one may feel justified in having been 
conservative and having avoided the placing of a for- 
eign body in the pleural space. However, it is not pos- 
sible to predict, except in the presence of a marginal 
pneumothorax, whether a lung will re-expand rapidly 
or not. One therefore runs the serious risk of the devel- 
opment of a “pleural peel” over the surface of the lung, 
with eventual failure of complete expansion and the 
consequent necessity of decortication (Figures 4, 5, 6 
and 7). 

From another point of view, if the lung were to be 
more rapidly re-expanded the patient could be dis- 
charged from the hospital earlier and returned to work 
sooner. There is good reason, therefore, to give serious 
consideration to the early use of tube drainage in the 
case of uncomplicated spontaneous pneumothorax. 


Tension Pneumothorax 


In some patients the bronchopleural fistula that pro- 
duced the pneumothorax does not close with collapse of 
the lung, but allows further entry of air into the pleural 
space with each inspiration. Most frequently such a 
fistula will close in expiration and not allow the egress 
of air. It thus functions as a one-way or check valve and 
results in the appearance of the very serious tension 
type of pneumothorax. Complete collapse of the lung, 
depression of the diaphragm, and displacement of the 
mediastinum to the opposite side indicate its presence. 
Dyspnea is usually quite severe. In some instances, a 
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Figure 3. Spontaneous collapse of the right lung. Patient developed 
chest pain but was not dyspneic. Pressure readings were not done, 
and the lung expanded spontaneously without difficulty. There was 
no evidence of underlying disease, and the patient returned to work. 


parietovisceral pleural adhesion may be seen, which 
prevents complete collapse of the lung. It may be func- 
tioning as a guy wire keeping the fistula open. There is 
danger of rupture of these adhesions, with resultant 
hemorrhage or infection of the pleural space. 

When the problem of tension pneumothorax exists, 
one is left with no choice about the necessity of remov- 
ing air in the most effective way possible. If the leak 
through the fistula is a slow one, it might be possible to 
keep up with it by frequent needle aspirations of air, but 
this is at best an unsatisfactory method and should not 
be relied upon. 

There are two good approaches to this problem: the 
use of classical water-seal drainage, and re-expansion by 
pumping the air out under a constant negative pressure 
provided by an electric pump. 

The water-seal method is simple, readily available 
and quite effective (Figures 8 and 9). A rubber catheter 
placed into the pleural space via a trocar is led by rub- 
ber tubing to a water bottle on the floor which contains 
a rubber stopper with two glass inlets. One of these 
leads below the water surface, and to this the tubing is 
connected. The other is a short piece of glass that 
serves as an outlet to keep the air in the bottle at at- 
mospheric pressure. When the air pressure in the chest 
is greater than atmospheric, it will bubble into the bot- 
tle. When the pressure becomes negative, it will suck 
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Figure 4. Same patient as in Figure 3 who at this time, three months 
later, developed collapse of the left lung. Note the presence of fluid. 
Alternating spontaneous pneumothorax is an indication for thoracot- 
omy to guarantee that at sometime in the future the patient will not 
develop simultaneous bilateral collapse. 


Figure 5. Patient has developed simultaneous collapse of the right 
lung. No time was lost in intubating the right chest. The patient still 
has a pneumothorax on the left which is not apparent because of the 
presence of fluid and the fact that this x-ray was taken with the 
patient lying down. 
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Figure 6. Right lung re-expanded, but note the formation of a thick 
pleural peel on the left with captive lung in spite of repeated aspi- 
rations, tube drainage, and streptokinase-streptodornase instilla- 
tions. Thoracotomy with decortication is therefore indicated. 


. 


Figure 7. End result following a partial thoracoplasty and decortica- 
tion, with satisfactory re-expansion of the lung. 
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water up into the tubing but not high enough to enter 
the chest. 

By the use of this system, the lung can be rapidly 
expanded. If the patient is instructed to cough or to 
perform a Valsalva maneuver to increase the intra- 
pleural pressure, the air can be evacuated in a matter of 
minutes. In most cases the lung will be expanded within 
24 hours. When it is expanded the column of water will 
stop fluctuating with respiration, and expansion may be 
verified by x-ray. The catheter leading into the chest 
should then be clamped and left in place to see if the 
fistula is closed. If the lung remains expanded for the 
next 24 hours, then the catheter may be removed. Care 
must be taken at the time of removal not to allow air 
into the chest, and for this reason it is best to have the 
patient again perform the Valsalva maneuver at the time 
the catheter is being removed. 

An alternate method to the use of the water-seal bot- 
tle alone is to add the effect of an electric suction pump. 
This may be connected to the pleural space via the 
water-seal bottle in such a way as to maintain a constant 
negative pressure between minus 10 and minus 25 cm. 
of water. In some cases in which the lung does not ex- 
pand rapidly when the water-seal method alone is used, 
the constant negative pressure should be added, and 
may effect re-expansion. 

There is an old adage that the lung should not be ex- 
panded too rapidly in order to give the fistula time to 
close. This is of more theoretical than practical im- 
portance, and should not be allowed to interfere with 
the practical surgical principle of getting a fully ex- 
panded lung with as little pleural reaction as possible. 


Pneumothorax with Bleeding 


Bleeding into the pleural space occurs in about 5 per 
cent of cases of idiopathic spontaneous collapse and 
offers some serious problems in management. 

Such bleeding is frequently caused by the rupture of 
an adhesion between the chest wall and the collapsed 
lung. Bleeding may then occur either from the pulmo- 
nary surface or from the chest wall. If from the latter, 
then the hemorrhage is from the greater circulation 
with its high pressure and may be massive. Such a 
patient will show the manifestations of severe blood 
loss, and no time should be lost in seeking the help of the 
chest surgeon, who may find it necessary to do an ex- 
ploratory thoracotomy to find and ligate the source of 
the hemorrhage. 

In instances where hemothorax has occurred, but 
acute bleeding is not a problem, all of the blood should 
be removed from the chest, and the lung expanded as 
quickly as possible. It is wrong to remove only enough 
blood for diagnostic purposes and to leave the remain- 
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Figure 8. Water-Sealed Drainage Bottle. The tubing leads from the 
chest to the long glass tube which is submerged in water. The small 
glass tube functions as an air vent to maintain atmospheric pressure 
above the water. With this apparatus, the lung may be rapidly re- 
expanded. Having the patient cough increases the intrapleural pres- 
sure and aids in the removal of air. An alternate method is to 
attach a suction pump to the vent tube so as to maintain a constant 
negative pressure of 10 to 25 cm. of water. 


Figure 9. A very important part of the water-sealed apparatus is the 
label warning against moving the bottle. Preferably, the bottle should 
be fixed to the floor and should be handled only by trained personnel. 
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der. Nor should blood which is removed be replaced 
with air in order to allow time for the fistula to heal. 
It is well known that patients with blood in the pleural 
space are quite likely to develop early clotting and even- 
tual fibrothorax. 

With bleeding into a pneumothorax space, the pre- 
cipitation of fibrin on the pleural surface of the col- 
lapsed lung may prevent the expansion of the lung, and 
one will finally face the problem of a bound-down lung 
and chronic pneumothorax. Management of these pa- 
tients therefore has to be active and aggressive. All blood 
should be removed and, if clotting prevents this, one 
should not hesitate in using the fibrinolytic enzymes, 
streptokinase and streptodornase, to facilitate removal 
of the fluid. If the patient should develop a pleural 
“peel” so that expansion is interfered with, or if he 
should eventually develop a fibrothorax, he should be 
brought to early decortication to promote expansion of 
the lung in the first instance and to prevent loss of 
pulmonary function in both instances. 


Chronic Pneumothorax 


This problem may occasionally arise for a number of 
reasons. Some patients do not come under medical at- 
tention until late in the course of their collapse, at 
which time a pleural peel has already formed. Others 
develop during the period of watchful waiting, when 
that approach is used. This may occur even without the 
formation of what appears to be a significant amount of 
fluid. In still others the incomplete removal of blood or 
fluid may be to blame. 

The approach to this problem is surgical. Such pa- 
tients will have to be operated upon for purposes of de- 
cortication, removal of or closure of the fistula if still 
patent, and removal of causative blebs if found. 


Recurrent Spontaneous Pneumothorax 


Various reports indicate that between 20 and 45 per 
cent of patients who have had idiopathic collapse of 
the lung will have one or more recurrences. Some of 
these will collapse both lungs, either alternately or 
simultaneously. 

In this group of patients who have had recurrences, 
it becomes necessary to consider methods of preventing 
future collapses. Blowing talc into the pleural space 
through a thoracoscope while the lung is still collapsed 
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has been tried, but has been largely displaced becaus« 
of the difficulty in controlling the localization of thc 
talc and the production of a pleuritis with subsequent 
pleural thickening and faiiure of the lung to re-expand. 
The injection of blood or 50 per cent glucose or some 
other irritating substance into the pleural space has 
also produced complications and failures of prevention 
of recurrence. 

These techniques are at least painful, are of doubtful 
effectiveness and, when used in the presence of an un- 
expanded lung, are dangerous. 

Recently, as thoracic surgery has come into its own 
and more of these patients have had thoracotomy, it has 
become apparent that the most common cause of spon- 
taneous pneumothorax is rupture of subpleural vesicles 
or blebs. These most frequently involve the upper lobes 
and they are usually amenable to corrective surgery. If 
searched for, they may be demonstrable on plain x-rays, 
or they may be brought out by laminography. At the 
time of collapse they may be seen if thoracoscopy is 
done, but failure to demonstrate them is frequent and 
does not mean that they will not be found when the 
chest is opened. Bronchography may sometimes be use- 
ful in ascertaining the location and extent of involve- 
ment, but more often it is not. 

The approach to the treatment of recurrent spontane- 
ous pneumothorax should take these blebs into ac- 
count and should be directed toward their detection 
and surgical removal whenever feasible. If thoracotomy 
is contraindicated for some reason, it may be necessary 
to give thought to the production of an obliterative 
pleuritis by one of the techniques mentioned above. 

There is a real problem in the decision as to when to 
operate, and the decision may not be based on medical 
indications alone, but also on economic or social cir- 
cumstances. There are some situations in which the 
medical indications may be clear-cut. A patient who has 
multiple recurrences in a relatively short period of time, 
such as a year or two years, should be protected from 
future collapse. If pneumothorax has occurred on both 
sides, thoracotomy should be done on at least one side 
to prevent the occurrence of potentially fatal simultane- 
ous bilateral collapse. If the bullae or cysts are of such 
size as to interfere with pulmonary function, it may be 
necessary to remove them for this reason itself. Careful 
individualization of patients from many points of view 
will be necessary in the selection of those who will need 
surgical help. 


GP Volume XII, Number 5 


. 
; 
é 
2 
x 
= 
j 


Prevention of crippling is the basic element in a rehabilitation 
program. This depends upon adequate medical therapy 

plus attention to aspects of the patient’s illness 

that are in the provinces of physical medicine and orthopedics. 
In one carefully controlled study, a well-rounded program 


of rehabilitation gave encouraging results 
in a group of severely disabled arthritics. 


Panel on Rehabilitation in Rheumatoid Arthritis 


PARTICIPANTS 


Edward W. Lowman, M.D., Moderator, N.Y.U.—Bellevue Medical Center, New York City 
Walter M. Solomon, M.D., Cleveland Clinic, Cleveland, Ohio 

Donald F. Hill, M.D., Tucson, Arizona 

Gordon M. Martin, M.D., Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


Moverator Lowman: In the past, despite the best 
medical management, 10 to 15 of every 100 patients 
with rheumatoid arthritis have progressed to severe 
disability and crippling. There has been renewed hope 
in recent years that with newer therapeutic agents for 
controlling rheumatoid disease, this percentage might 
be reduced. 

Since rehabilitation entails the reversal of crippling, 
or physical compensation within the limitations im- 
posed by disabilities, it should be apparent that a vig- 
orous program for the prevention of crippling is the 
strongest element in the rehabilitation problem. If it 
seems anomalous, then, that we begin this discussion 
with an evaluation of the adequacy of a prophylactic 
program of good medical management and carefully 
planned physical therapy, it is with premeditated in- 
tent that we do so. 

What is adequate medical management for the 
rheumatoid arthritic? Rather than thrust personal 
opinion upon you or outline textbook didactics, Dr. 
Walter M. Solomon of the Cleveland Clinic has gone to 
the members of the American Rheumatism Association 
with a questionnaire survey to determine the relative 
popularity of medical measures currently in use. 
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I. Medical Management of Rheumatoid Arthritis 


Dr. Sotomon: I felt somewhat “on the spot” when 
Dr. Lowman assigned this subject to me. After some 
deliberation, I prepared a questionnaire that was sent 
to all members of the American Rheumatism Associa- 
tion concerning medical management of their rheuma- 
toid arthritic patients. I believed this would be a some- 
what different approach and that we would thus find 
out what our members were doing in treatment of such 
patients. 

The questionnaire was distributed to 801 members. 
By May 31, 360 replies had been received. Of these, 76 
members stated that they did not treat such patients. 
The findings that I will summarize are based on the 
remaining 284 completed questionnaires. There is no 
way of knowing whether a greater response from the 
membership would have materially changed the figures 
that I am going to give. In going over the envelopes, I 
found replies from almost every state in the Union and 
from provinces in Canada. This indicates rather wide 
distribution. 

Salicylates. The 284 doctors who answered the ques- 
tionnaire treat more than 13,000 rheumatoid arthritics. 
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Eighty per cent of these patients receive aspirin. In 
answer to the question as to whether salicylates other 
than aspirin are used, various additional forms of 
salicylates were frequently listed. 

Cortisone was listed as being given to 2,429 of the 
13,000 patients, or about 19 per cent. Not all physi- 
cians answered the question as to whether or not they. 
gave cortisone to patients with acute rheumatoid 
arthritis (less than six months’ duration) in addition to 
those with the chronic form of the disease. Seventy- 
five per cent of those who answered this question said 
they give cortisone in certain cases of chronic rheuma- 
toid arthritis; 25 per cent of these physicians employ 
cortisone for acute cases. 

Hydrocortisone is given to 21 per cent of the total 
patients. More patients receive hydrocortisone than 
cortisone; of these patients, 71 per cent are given it 
intra-articularly, 28 per cent orally and 1 per cent 
intramuscularly. 

Corticotrophin (ACTH). Only 3 per cent of the entire 
group receive ACTH. Of these, by far the greater 
majority receive it intramuscularly, but 13 per cent re- 
ceive it intravenously. In answer to the question as to 
why ACTH was used, the consensus is that when 
everything else fails, ACTH is tried. 

Gold is given in various forms. More than 3,700 pa- 
tients are reciving gold in some form; this is about 28 
per cent of the entire group. In other words, 10 per 
cent more patients receive gold than receive cortisone. 
The answers to the question as to why gold is used are 
widely divergent: “It is the best drug for all cases”. “It 
is the best drug for early cases,” and “the best drug for 
the late cases.”” So, one can take his pick. 

Phenylbutazone (Butazolidin) is given to 13 per cent. 

Vaccines. Various types of vaccines are still given. 
They are used by 23 of the 284 physicians who an- 
swered the questionnaire. Twenty-two doctors give it 
to 143 patients, or about 1 per cent of the total group; 
one physician reported that he gives a vaccine to about 
200 patients. 

Various antispasmodics are given to about 4 per cent 
of the entire number of patients listed in this ques- 
tionnaire. 

Vitamins. Forty-five per cent of all physicians answer- 
ing the questionnaire give some form of vitamin. Many 
give vitamin-B complex, some give vitamin D and 
many give a multiple vitamin preparation. 

Other Drugs. In answer to the question as to what 
drugs are used, a great number are mentioned. Four 
physicians, for example, give crude liver injections; 
three doctors use chloroquine, atabrine and placental 
plasma. The other drugs are too numerous to list, but 
include such preparations as extract from the duo- 
denum, procaine borate, and so forth. 
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Transfusions are listed by 38 doctors, but these ar 
given to only a small number of patients. 

Other Modalities. In answer to the question abou: 
restriction of alcohol or tobacco, 80 per cent of physi- 
cians stated they do not restrict their patients in thx 
use of either. 

In regard to diet, the usual advice noted is stressing 
a high-caloric diet when such is needed. Some phy- 
sicians emphasize a high-protein diet. 

As to physical activities, answers were not too spe- 
cific. I was gratified to find that many doctors advocate 
a full program of physical therapy or physical medicine. 

In summary, the 284 members of the American 
Rheumatism Association who answered the question- 
naire treat more than 13,000 patients with rheumatoid 
arthritis. Aspirin is routinely given to the majority and 
vitamins to about half of these patients. Gold is used in 
various forms in 28 per cent of patients; hydrocorti- 
sone in 21 per cent, chiefly intra-articularly ; cortisone 
in 18 per cent; phenylbutazone in 13 per cent; and 
ACTH, antispasmodics and vaccines in about 3 to 4 
per cent. 

Transfusions are used in a very small number of pa- 
tients. Very few physicians restrict alcohol and tobac- 
co. Diet and physical activity follow general principles 
of good medical management. 


ll. Physical Treatment in the Early Stages 


Moperator Lowman: Regardless of medical meas- 
ures employed for the control of the rheumatoid process 
and regardless of the good overall statistics for con- 
trol, every rheumatoid patient must be considered a 
potential cripple since there is no way of assaying the 
10 to 15 per cent bound for invalidism. 

It is the imperative responsibility, therefore, of the 
physician to fight diligently and incessantly with all his 
skill, patience and urging to prevent loss of range of 
motion, loss of muscle power, and deformity in his pa- 
tients. Prophylactic physical therapy, therefore, as- 
sumes major importance as a therapeutic measure in 
the total management of the rheumatoid patient. 

Dr. Martin: Early physical treatment is essential in 
the rehabilitation program for the patient having rheu- 
matoid arthritis. Three principal aims of such treat- 
ment are (1) the maintenance of useful function of 
joints, (2) the maintenance of muscular strength and 
(3) the prevention of deformities. 

An effective program of physical treatment in the 
early and active stages of rheumatoid arthritis is de- 
pendent on the cooperative efforts of three key indi- 
viduals, namely the physician, the therapist and the 
patient. The physician prepares a detailed prescrip- 
tion for the physical treatment, modifies the prescrij)- 
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tion as conditions change, orients and instructs the 
patient, and coordinates the physical treatment with 
all other aspects of the therapeutic program. The ther- 
apist carries out the detailed orders in the prescription 
for physical treatment and trains the patient carefully 
in the exact techniques he is to follow at home. From 
then on, the patient must assume the major responsi- 
bility for carrying out his physical treatment regularly 
and conscientiously. 

An adequate prescription for physical treatment is 
based not only on the general condition of the patient 
but on the specific findings noted on examination of 
the involved joints, including grading of the amount 
of pain, tenderness, range of motion, strength of mus- 
cles and patterns of movement. Since methods of using 
heat and massage are well known, I shall consider 
mainly some details of the prescription for therapeutic 
exercise (Tables 1 and 2). 

Three fundamental requirements of the exercise 
program are (1) that it should achieve the previously 
mentioned aims of maintaining useful function of 
joints, maintaining muscular strength and preventing 
deformities, (2) that it should be simple enough for 
regular and practical use at home and (3) that it should 
not be so strenuous that it causes flare-ups of the rheu- 
matoid process. The patient should learn to expect 
some increase in pain and stiffness in the initial periods 
of treatment, and he should understand that his phys- 
ical treatment depends on a balance of rest and exer- 
cise, and not on rest or exercise. He should learn early 
to use as a guide two simple rules for exercise: 

1, Any exercise or activity that is accompanied or 
followed by increased pain that does not last more than 
a few hours is permissible. 

2. Any exercise or activity that causes increased 


taste 2. 


Specifications in Prescription 
for Exercise 


1. Aims of exercise. 
2. Types to be used. 


3. Specific parts to be exercised. 

4. Apparatus to be used. 

5. indication as to progression of exercise. 
6. Duration of exercise periods. 

7. Number of periods daily. 


pain, stiffness or swelling that persists for 24 hours 
should be modified or discontinued. 

In the early stages of the disease when range of mo- 
tion is good, active exercise may be prescribed. Such ex- 
ercise should be done slowly through the full range of 
motion of the involved joints, and the therapist should 
teach the patient to use the proper muscles and at the 
same time should correct patterns of substitution. The 
number of repetitions of each exercise to be done daily 
must be determined individually as overexercise can be 
as harmful as lack of exercise. ; 

Active assistive exercises should be prescribed when 
there are moderate limitations of motion in the in- 
volved joints and considerable muscular weakness, 
with inefficient substitute movements. At first the as- 
sisting and guiding action should be carried out by a 
trained therapist. The “assistive” phase of active as- 
sistive exercise does not imply forceful or vigorous 
stretching. Passive exercise, either with or without 
stretching, is prescribed rarely in early rheumatoid 


Example of Prescription for Therapeutic Exercise in Rheumatoid Arthritis 


Specifications 


Attempt normal range in all peripheral joints with mild stretching. 
Intrinsic hand muscles. Muscle-setting—quadriceps for 4 times a day. 


Quadriceps—S5 tb. sandbag—10 coniractions. 
5 and 6 Ib. sandbag—20 contractions. 
Sit, stand, lie. 


4 Treatment Time (minutes) 
Exercise: 
Active-assistive 15 
Re-education 5 
Resistive 
9-12-54 5 
9-19-54 
Posture 
Gait 
9-12-54 5 


wa 
w 


Supervise in parallel bars with gutter splint to left knee. 
German crutches—4 point. in and out of chairs. 
Stair dimbing. 
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arthritis. Some simple assistive devices (Figures 1 and 
2) may be used by the patient, at first under super- 
vision and later in his home program. A simple over- 
head pulley may aid the patient in maintaining range 
of motion in his shoulders. Assistive exercises for the 
elbow or hand or lower extremities, which utilize the 
buoyant effect of water, may be done in the tub or in a 
Hubbard tank. Another assistive device sometimes 
useful in modifying the effect of gravity is the powder 
board (Figure 3a). This also should be used at first 
only under careful supervision of a therapist. Later, 
many patients can use it satisfactorily in the home. 
Carefully graded resistance exercises may prove useful 
when the development or maintenance of muscular 
strength is one of the needs of the patient. Such exer- 
cises must be undertaken with caution in rheumatoid 
arthritis. The techniques of progressive resistance ex- 
ercises commonly used by therapists and described by 
DeLorme, or the so-called Oxford modification, are 
not directly suitable in this disease. However, the un- 
derlying principles are applicable, and if one realizes 
that the increase of muscular power will not be rapid 
and that in many instances attempts will be made only 
to maintain strength, the resistance exercises can be 
useful. When the muscular weakness is so marked 
that the patient cannot move the extremity against 
gravity without considerable pain, it may be possible 
to start the resistance exercise with the part supported 
on a powder board and to add small sandbags to obtain 
maximal muscular contraction through even a limited 
range of motion (Figure 3b). In rheumatoid arthritis 
it is not always considered essential that full range of 
motion be obtained before resistance exercises are used. 
When the patient’s condition requires confinement 
to bed and a chair most of the time, he should be taught 
to do static exercises or isometric contractions of the 
quadriceps and gluteal muscles. He should be taught 
the location and function of these muscles, their role 
in keeping the knees and hips in extension, and the 
fact that good strength in these muscles is essential for 
walking, climbing stairs and getting in or out of chairs. 
He also should be taught that atrophy and weakness 
occur rapidly in these muscles when he sits or is in bed 
for long periods, particularly with knees and hips 
flexed. Once the patient has learned to do these static 
or muscle-setting exercises properly, he should carry 
them out a minimum of four times daily. 

Muscular imbalance in both the extrinsic and the in- 
trinsic muscles of the hands occurs early and is one 
of the important factors in causing deformities (Figure 
4a). Usually too much emphasis is placed on exercises 
for squeezing, grasping and making of a fist, which in- 


Figure 2. Shoulder wheel for assistive exercise for increasing range volve only the flexor groups. To prevent deformities 
am and preserve useful function, the extensor muscles and 
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intrinsic muscles should be exercised with similar care 
and enthusiasm. Often it is useful to prescribe re-edu- 
cation exercises for correct muscular function, and 
manual resistance exercises to be done by the ther- 
apist for strengthening the individual finger and wrist 
movements. The incorrect pattern of closing and open- 
ing the hand, with flexion starting at the proximal end 
of the fingers rather than distally, and with extension 
starting distally rather than proximally, should not be 
allowed to continue, since it favors development of de- 
formity and inefficient use of the wrist and hand. 
Some reasons for failure of a therapeutic exercise 
program are listed in Table 3. Often it is advisable to 
limit the amount of walking and standing in order to 
protect weight-bearing joints. However, with the dis- 
ease partially controlled, some weight-bearing activ- 
ities usually may be permitted. The use of a cane or 
canes or crutches should be considered (Figure 5). If 
the condition of the upper extremities permits, they 
can share in the function of weight-bearing, thus pro- 
tecting knees and feet. When crutches or canes are to 
be used, the patient should be instructed by the ther- 
apist in the type of gait prescribed. Gait training, either 
with or without the assistive devices, includes training 
in correct postural habits. In addition, the patient 
should learn to get into and out of chairs correctly and 
efficiently without the “rheumatoid plop”, and also to 
develop correct patterns of ambulation with elimina- 
tion of the traditional stiff-legged “slipper shuffle.” 
As is well known, the most troublesome deformities 
occur in the hand, knees and hips. For the knees and 
hips, early training in the proper position of these parts 
in extension when in bed or while standing is essential. 
Rarely is it necessary to use splints to hold the knees 
in extension when adequate instruction in postural 
habits is given early. It seems logical to apply simple 
corrective splints for use during rest periods and at’ 
night, to prevent ulnar deviation of the fingers and flex- 
ion of the metacarpophalangeal joints (Figures 4b, c 
and d). It is apparent that in active rheumatoid arthritis 
training in the proper use of the muscles of the hand 
and in the proper position of the hand at rest is not al- 


ways sufficient to prevent deformities. Simple alumi-: 


hum, wrist cock-up splints with a vertical metal piece 
along the ulnar side of the hand and little finger and at 
times with individual vertical supports for each finger 
hold the wrist and hand in a correct and comfortable 
position. The splint should extend to the proximal in- 
terphalangeal joints to maintain the metacarpophalan- 
geal joints in extension. 

Summary. Adequate physical treatment in the early 
and active stages of rheumatoid arthritis is an essential 
part of the rehabilitation program. 

Successful physical treatment is dependent on a de- 
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Reasons for Failure 
of Therapeutic Exercise Program 


1. Exercise periods too short or too infreque:.., 
2. improperly prescribed program. 

3. Inadequate supervision by therapist. 

4. Lock of cooperation by patient. 


tailed prescription by the physician, good supervision 
and good training in techniques given by the therapist, 
and intelligent cooperation by the patient. 

Therapeutic exercise properly employed is essential 
for maintaining useful function of joints and muscular 
strength. The types and amount of therapeutic exer- 
cise, general activity and rest must be determined at 
regular intervals of once a week or oftener during the 
active stage of the disease. 

The use of rest splints, canes and crutches may aid 
in preventing deformities and articular damage. 


Figure 3a. Powder board for assistive and beginning resistive exer- 
cises for knee and hip. &. Powder board in use for strengthening 
biceps and triceps. 
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Figure 4a. Characteristic deformity of ulnar deviation of fingers and 
Hexion of metacarpophalangeal joints. b. Hand with tendency to 
ulnar deviation supported in aluminum night splint. ¢. and a. 
Front and back views of aluminum cock-up splint for wrist, with 
support for ulnar side of hand and fingers. 


Figure 5. Canes and crutches can protect weight-bearing joints. 


lll. Rehabilitation of the Rheumatoid Arthritic 


Moperator Lowman: As [ stated in the beginning, an 
inevitable percentage of rheumatoid patients in the 
past have progressed to severe crippling and it has 


74 


been hoped that, with newer therapeutic measures, 
this percentage may be reduced. 

At the same time, since the introduction of newer 
therapeutic measures, specifically hormones, there has 
been considerable enthusiasm and clamor among rheu- 
matoids for a combined medical and rehabilitation ap- 
proach to the correction and reversal of their deformi- 
ties. I should like to discuss this. 

In the past, rehabilitation for the severely disabled 
‘theumatoid has largely been reserved for the patient 
with a quiescent or burned-out disease process, for it is 
generally agreed that results with this group are quite 
successful. 

On the other hand, the problem of the chronic 
rheumatoid with persisting activity of the disease has 
been more of a moot one. Admittedly such a chronic 
rheumatoid presents a problem unlike any other in re- 
habilitation, for not only is there mechanical disability 
but also a painful progressing disease. We have felt, 
nenetheless, that a positive approach should be pursued 
to assay the feasibility of the proposal. 


METHOD oF StuDYy 


In December 1951, under the auspices of the Insti- 
tute for Artliritis and Metabolic Diseases of the United 
States Public Health Service, a research unit was estab- 
lished at the Goldwater Memorial Hospital in New 
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few York University - Bellevue Medical Center 
Inetitute of Physical Medicine and Rehabilitation 


$00 East 34th Street 
few York 16, H.Y. 


PHYSICAL DEMANDS OF DAILY LIFE FROM BED TO JOB 


DATE 
NAME WARD AGE SEX 

ADDRESS APPARATUS 

CAUSE DIAGNOSIS 

DISABILITY DATE ONSET _.._...____DATE REFERRED 


METHOD OF RECORDING TEST 
‘3 1. If at the time of the initial testing an activity cannot be performed 
independestiy, leave the block blank. 


CI 2. If the activity can be performed independentiy fill in the block with 
Biue peacil. 


Cj 3. If the activity is not essential for the person’s physical demands. d 
diagonal lines in the block. 


METHOD OF RECORDING PROGRESS 


CJ 1 When tho activity can be performed {pedependeatiy, fill in the block in 


Red and indicate the date of accomplishment. 


NON-WALKING ACTIVITIES 
A. BED ACTIVITIES 


1. Meving from place to place in bed 


GATE. 


2. Roll to right and then to left side 


3. Sitting erect in bed 


4. Tern end lie on abdosen 


$. Procure objects from night table 


8. (TOILET acTiviTies) 


1. Combing or brushing hair 


2. Brushisg teeth 


3. Sheving or putting on cosmetics 


4. Washing heads and fece 


§. Washing extremities 


a 6. Manipulating bed-pas 


7. Applying Urinal/Special Pants 


8. Taking shower 


8. Tub Bath 


10. Ability to dry self after shower or bath 


il. Adjusting clothing for toilet needs. 


C. €ATING ACTIVITIES 


1. Cutting meat 


2. Buttering bread 


3. Eating with fork 


4. Eating with teaspoon, tablespoon 


$. Drinking from glass 


‘. Drinking from cup 


: 7. Stirring coffee, tea, ete. 


Figure 6. This is the first page of a four-page list of activities con- 
sidered essential to independent living (A.D.L. or Activities of Daily 
Living). 
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of the 


ARTHRITIC 


REHABILITATION 


EVALUATION 


PATIENT 


Stats > DIAGNOSIS aad PHYSICAL PROGNOSIS 


epeech and 
activities of detly 
peychelogical testing 
social > ECONOMIC POTENTIAL 

vocational testing 
REHABILITATION POTENTIAL 
the TOTAL PATIENT must be evaluated 
SOCIALLY 
PSYCHOLOGICALLY 
VOCATIONALLY 


FUNCTIONAL CAPACITY and POTENTIAL 


sewellas MEDICALLY 
ané FUNCTIONALLY 

before « realistic goal may be established 
for the individual 


Figure 7. 


York City. It consisted of 25 beds, staffed with a rheu- 
matologist, a physiatrist, a psychiatrist, a psychologist, 
a psychiatric social worker, a nurse and necessary 
physical therapy and occupational therapy personnel, 
to investigate the feasibility of a total teamwork attack 
on the problem. 

In the first year of the study, certain arbitrary criteria 
for admission of patients were rigidly adhered to: (1) 
Patients had to be within the 21 to 55 year age group. 
(2) The rheumatoid process had to be an active one. 
(3) For purity of statistical analysis, patients obviously 
in need of corrective orthopedic procedures were ex- 
cluded. (4) There could be no medical contraindica- 
tion for hormone therapy. (5) The patient had to have 
severe functional impairment. 

To quantitate functional incapacity more precisely 
than the Class I through IV system of the American 
Rheumatism Association, we borrowed a method used 
at the Institute of Physical Medicine and Rehabilita- 
tion of the New York University-Bellevue Medical Cen- 
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ter. This is a list of 100 activities considered necessar\ 
to self-sufficient living (Figure 6). These range fron 
the simplest activities, such as turning and sitting alon 
in bed, to the more demanding activities such as walk- 
ing, stair climbing and traveling independently vi: 
public transportation. These activities we categorize! 
into 10 major groups and to each group ascribed a 
score of 10 per cent. Arbitrarily then it was decided 
that a patient had to score at least a 40 per cent de- 
ficiency after establishment on cortisone or any other 
type of antirheumatic maintenance medication in order 
to be retained in the “severe disability” group. This 
group, then, of the first year, consisting of 24 severely 
disabled patients, will be referred to as Group I. 

In the second year of the study a more lenient set of 
criteria was adopted to obtain a comparison group. Pa- 
tients still had to have an active disease process. Prob- 
lems primarily of an orthopedic corrective nature were 
excluded. Functionally, the patient had only to be suf- 
ficiently disabled to be unable to carry on a gainful oc- 
cupation—either a job in the case of a man or house- 
work in the case of a woman. This group, consisting of 
26 patients, will be referred to as Group II. 


EVALUATION OF THE PATIENT 


In the examination of the arthritic cripple for re- 
habilitation, the total patient had to be evaluated (Fig- 
ure 7). This included not only a careful rheumatologic 
evaluation but also measurement of functional capaci- 
ties and deficiencies as well as a precise psychosocial 
investigation. This was the pattern of testing that every 
patient was subjected to prior to the start of medica- 
tion and the start of the rehabilitation program. 

Medical evaluation of the rheumatoid process, in 
terms of both diagnosis and the intensity of the dis- 
ease, was, of course, of prime importance. 

Second, the patient’s functional capacity and his 
potential had to be assessed before a goal could reason- 
ably be projected. Accordingly, patients were muscle 
tested for weaknesses, and ranges of joint motion were 
measured. Muscle power and joint range of motion 
alone, however, were not always valid indices of func- 
tional capacity in the arthritic because of the additional 
factors of pain and pain tolerance. Accordingly, pa- 
tients were directly tested and scored in functional 
performance using the “Activities of Daily Living” list 
mentioned previously. 

Finally, in order to assess a patient’s socioeconomic 
potential, he had to be thoroughly tested psychologi- 
cally, his social background had to be investigated in 
detail by a social worker, and his vocational aptitudes 
and assets had to be determined. Only from all these 
data could a patient’s potential be evaluated and a 
treatment program formulated. Rehabilitation trest- 
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ment programs usually occupied four to six hours a 
day, and consisted of physical therapy, occupational 
therapy, remedial exercises etc., all directed toward a 
common functional goal. Treatment, like evaluation, 
had to be realistic but dynamic and was participated in 
by the total team, i.e., the rheumatologist, the physi- 
atrist, the psychiatrist, physical therapist, occupational 
therapist, psychologist, social worker and the voca- 
tional counselor. 


Resutts: (First Two Years) 


On December 1, 1953, the first two years of this re- 
habilitation study of 50 rheumatoid arthritic patients 
was concluded. During this two-year period, 285 pa- 
tients were referred from various sources in the New 
York area as “severely disabled” rheumatoid patients. 
Fifty of the 285 patients were accepted for the study. 
Of the 235 rejections, it is significant that 9 per cent of 
the referred patients did not have rheumatoid arthritis 
and that 14, or approximately 5 per cent, had rheu- 
matoid arthritis but were afflicted in addition with other 
medical conditions of significantly graver prognosis. 
Others were disqualified because of age restrictions, 
inactivity of the disease or an insufficient degree of 
disability. 

Of the 50 patients accepted (Table 4), 24 met the 
criteria of Group I (severe disability with greater than. 
40 per cent functional incapacity) ; 26 met the criteria 
of Group II (less severe disability but inability to carry 
on gainful occupations). 

Following admission to the hospital, six patients in 
each group were dropped from the study for various 
reasons: psychosis, hysteria, death from intercurrent 
causes unrelated to the research program, etc. This 
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Arthritic Patients Accepted 


Group | 


left 18 in Group I and 20 in Group IL. The average age 
in the severely disabled group was 46.2 years and in 
the less severely disabled group, 40.2 years. The dura- 
tion of the disease among the severely disabled was ap- 
proximately 13 years and among the less severely dis- 
abled, slightly more than 7 years. 

It is significant that the difference in ages between 


American Rheumatism Association Classification of Patients 


Initial Discharge 
No. of No, of 
Closs Patients Class Patients 
Group | 2 
(18 patients) " il 10 
Ht 5 m 5 
Iv 13 iv 1 
Group ll 0 9 
‘20 patients) 6 9 
10 
iv 4 IV 0 


Class l indicates complete functional capacity without 
handicap. 

Glass Wi indicates functional capacity adequate to 
conduct normal activities despite handicap of dis- 
comfort or limited mobility of one or more joints. 
Class il indicates functional capacity adequate to 
perform only little or none of the duties of uavol 
occupation or of self-care. 

Glass indicates largely or wholly incapacitated 
with patient bedridden or confined to a wheelchair, 
permitting little or no self-care. 
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disabled) disabled) 
‘Total Number 24 26 3 
Death 3 ig 

Psychotic 2 

Prepsychotic 1 4 

Hysteria 
Voluntary 3 
Remainder 18 20 
Sex 
7 Mole 8 7 ss 
Female 10 13 
Average Age 46.2 yeors years 

Average Duration Disease 13.2 years 7.2 yeors c 

| 
n 
le 
n 
al 
i- 
al 
st 
1c 
in 
se 
a - 
5 77 


Functional deficiency (% averages) 
as tested by the Activities of Daily Living | 


Jobs loutiide of home) 


the two groups roughly approximated the difference in 
duration of the disease. 

As might be expected from the caliber of patients 
accepted for study, 13 in Group I and 12 in Group II 
had to be maintained on cortisone or hydrocortisone. 
In only five cases could the rheumatoid process be 
controlled by salicylates alone. 

The results of the first two years of the study, ac- 
cording to the classification of the American Rheuma- 
tism Association are shown in Table 5. The significant 
feature here was the shift in the functional class. 
Twelve of the 18 patients in Group I improved func- 
tionally to the extent that they shifted from Classes III 
and IV to Classes I and II. Similarly, 12 of the 14 
Group-II patients initially in Classes III and [V im- 
proved their function to Classes I and IL. 

Table 6 shows the results of tests for functional de- 
ficiency during the study. In Group I there was ini- 
tially an average premedication disability of —60 per 
cent on direct functional testing. Following establish- 
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Figure 8. Secondary osteoarthritic changes within joints may 
mechanically restrict functional goals. 


ment of maintenance antirheumatic medication, which 
usually required about one month, the disability aver- 
aged —53 per cent. In Group II, the average initial 
disability was —30 per cent, with a —13 per cent 
average residual disability following establishment of 
medication. The relatively small decrease in disability 
from medication alone in Group I was interpreted as 
reflecting a greater degree of disability on a mechanical 
basis (the result of joint deformity and muscle atro- 
phy). Conversely, it was felt that the relatively greater 
functional improvement in Group II on medication 
alone reflected a higher degree of disability consequent 
to the pain of the active rheumatoid process. 

Following rehabilitation of the Group I patients, 
there remained an average disability of —29 per cent, 
while with the Group II patients, the average residual 
deficiency was —4 per cent. 

The final disposition of the 38 patients in the study 
is tabulated in Table 7. 

Of the severely disabled Group-I patients, seven 
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Number of Patients 18 20 
Before Medication — 60% —30% 
Duration of Treatment 339 days 223 days 
| 
Discharged partially 7 +26% 
Dischurged partially self-sufficient 5 +29% — 
ie 


were discharged totally self-sufficient with an average 
increase of 39 per cent in function and seven par- 
tially self-sufficient with a 26 per cent gain. Four pa- 
tients remained and will remain custodial hospital pa- 
tients. These four, however, averaged a 20 per cent 
gain in function. One patient of the severely disabled 
group was job-placed outside his home; this does not 
include housewives who returned to the partial or com- 
plete care of their households. 

Of the 20 patients in Group II, 15 were discharged 
totally self-sufficient with a 21 per cent improvement in 
function, five partially self-sufficient with a 29 per cent 
gain in function. Seven of the 20 patients were job- 
placed outside their homes; again, housewives are not 
included in this figure. 


DIscUSSION 


In the course of this study, certain observations 
crystallized which we now consider important sign- 
posts for prognosticating potential success or failure 
in the rehabilitation of the chronic rheumatoid patient. 
These observations were as follows: 

1. Ability to Control Rheumatoid Process. Unless a pa- 
tient’s disease process can be reasonably controlled 
with antirheumatic medication, pain and discomfort 
will restrict or render impossible his participation in a 
total rehabilitation program. 

2. Joint Tolerance (Figure 8). Damage that has ac- 
crued in joints (which we prefer to call secondary 
osteoarthritis) will mechanically restrict functional 
objectives in direct proportion to the tolerance of these 
joints for activity. Such restrictions may be improved 
only if amenable to corrective orthopedic surgery. 

3. The Psychologic Economy of the Patient (Figure 9). 
Success in motivating the chronic rheumatoid arthritic 
is at times a tenuous undertaking. Such a patient in the 
course of his protracted disease often regresses to 
marked passivity and dependence, which may pose the 
most refractory obstacle to the achievement of realistic 
rehabilitation goals. 

4. Functional Training. Efficiency in performance of 
functional activity may be accomplished through re- 
petitive training (Figure 10). The degree to which a 
patient may attain such efficiency to circumvent his 
mechanical limitations acutely modifies the functional 
goal. 


5. The Applicability of Self-Help Devices. An abun- 


‘dance of self-help devices is available to assist in self- 


care, ambulation, etc. (Figures 11 and 12). The applic- 
ability of these in the face of irreversible mechanical 
deformities can markedly broaden the functional in- 
dependence of the patient. 

6. Vocational and Socioeconomic Resources. In a city 
such as New York, with its brownstone houses and 
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Figure 9. 


walk-up flats, inability to find street level apartments is 
frequently the difference between being and not being 
homebound. Similarly, geographic accessibility to work 
may be the difference between a job or unemployment. 
Vocational assets are of course important in job dis- 
position ; the day laborer, for example, presents a much 
more complex placement problem in a competitive 
labor market than does a patient with skills and mental 
assets to compensate for his mechanical disability. 


FoLLtow-up Stupy: 


While the results of the first two years are encourag- 
ing ones, their validity remains to be further evaluated. 
Accordingly, patients of this study are now being fol- 
lowed and treated as out-patients for three additional 
years before a final assessment of results. The first year 
of this three-year follow-up period is now being com- 
pleted and certain problems already are apparent: 

1. The ability of the patient to maintain functional 
gains will depend upon our ability to maintain medical 
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Figure 10. This patient, despite ankylosis of the spine and hips and 
severe involvement of knees and feet, has developed functional dex- 
terity through training. 


control of his rheumatoid process. Reflaring of the dis- 
ease or inadequate control directly compromises main- 
tenance of function. 

2. Maintenance of functional gains in an unprotected 
environment is problematical. The trauma to joints in- 
curred in everyday living poses a deteriorating factor 
not encountered in the structured and more protected 
environment of a hospital. 

3. Adequate housing suitable for the disabled re- 
mains a major problem. 

4. Job placement in a competitive labor market, as 
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with all handicapped persons, is difficult to solve. The 
chronic rheumatoid is at times aesthetically unaccept- 
able because of deformities, and personnel offices are 
reluctant to place him in a job. Further, the question of 
contribution of further trauma to the rheumatoid pro- 
cess by the job has entered into the placement problem 
because of medicolegal ramifications. 
5. Finally, the inability or the inadvisability of an 
* arthritic patient to subject himself to the strenuous de- 
mands in using public transportation often is the cru- 
cial factor in job placement. We have estimated that. of 
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Figure 11. This patient, with ankylosed spine and hips, must use long 
sticks with hooks to pull on his underwear and an additional stick 
with coathook attachment to remove them. For his trousers he uses 


string attached to belt loops. 


the severaly disabled patients of Group I, every patient 
but one could do some type of home-work or sheltered 
workshop work, and that every patient in Group II 
(the less severely disabled) could participate in such 
work were it and transportation available. Unfortu- 
nately, there is a dearth of both sheltered workshops 
and home-work in the New York City area. 

6. The need for corrective surgical procedures in 
total rehabilitation has become increasingly apparent. 
Initially, in establishing criteria for this study, one of 
the contraindications for the acceptance of patients 
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was the need for orthopedic surgery. This was adopted 
in order to eliminate evaluation of variables in the final 
analysis. This probably was an unwise decision, for at 
present, after three years, six patients now are in im- 
mediate need of corrective orthopedic surgical proce- 
dures, not only to further increase their functional effi- 
ciency but as a prophylactic measure for protection of 
joints now being utilized in mechanically bad positions. 


SUMMARY 
A total of 38 chronic rheumatoid patients was hos- 
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Figure 12. (Top left) Because of shoulder and elbow limitations this 
patient must use longhanded devices for reaching her mouth or face. 
(Top right) An elevated portable toilet seat provides added height 
from which an arthritic may rise unassisted. (Bottom left) Elastic 
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strap slip-on shoes may be put on with a long shoe horn by patients 
unable to reach their feet. (Bottom right) This patient with ankylosis 
of the left hip has been fitted with a special cut-out seat in which he 


may sit and work comfortably. 
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pitalized in the past two yearsand treated with a combi- 
nation of medical and rehabilitation programs. Eight- 
een of these patients were severely disabled cripples, 
while 20 were less severely disabled. The average age of 
the derelict group was 46 years, with a disease duration 
of 13 years. Of the less severely disabled group, the 
average age was 40 years, with a disease duration of 
seven years. 

Of the 18 severely disabled, 14 were discharged from 
the hospital, seven of these totally self-sufficient, and 
one was job-placed. The other seven were discharged 
partially self-sufficient, and with an average increase of 
26 per cent in functional capacity. Four patients of the 
group remained custodial hospital cases, but among 
these there was a 20 per cent increase in function. 

Of the 20 less severely disabled, all were discharged 
from the hospital. Fifteen became totally self-sufficient, 
while the remainder were partially so with an average 
increase of 29 per cent in function. Seven of these 20 
patients were job-placed in full-time work. 

With the concerted teamwork attack such as used in 
this study it would seem that the chronic rheumatoid 
is not an insoluble problem. Conversely, these results 
would indicate that many can be salvaged from their 
invalidism back to the dignity of living. A three-year 
follow-up of these patients in now under way to de- 
termine the validity of this impression. 


IV. Corrective Orthopedic Procedures 


Moperator Lowman: Dr. Donald F. Hill of Tucson 
is a rheumatologist and not an orthopedist. His long 
experience, however, with the orthopedic problems of 
the rheumatoid arthritic has been extensive and his 
opinions highly respected. I have asked him to discuss 
the problem of corrective orthopedic procedures and 
their place in the treatment of the chronic rheumatoid 
arthritic. 

Dr. Hut: We have heard a lot about cortisone, but as 
yet I feel no one has reported one of its greatest ad- 
vantages, and that is that it has brought more patients 
back to the doctors. 

Unfortunately, too many doctors have not taken this 
opportunity to see that the patients are placed on good 
basic programs of treatment. 

Preliminary to any discussion of correction of de- 
formity, it is appropriate to say that most severe or 
serious deformities are inexcusable. They are due to 
either a lack of advice to the patient or the patient’s 
failure to cooperate. ‘ 

The correction of deformity requires teamwork by 
the general physician, the properly trained physical 
therapist and the orthopedic surgeon who has an un- 
derstanding of rheumatic disease. Incidentally, there is 
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a great need for better and more training of the phys- 
ical therapist in rheumatic diseases. 

Selection of patients is based, of course, on a com- 
plete and careful survey, as has been shown previously. 
The physician, trained in manipulative procedures. 
assisted by a well-trained physical therapist, should 
handle practically all the early deformities. This is 
accomplished through proper rest measures, supports, 
corrective exercises and the stretching of contracted 
joints up to the patient’s tolerance. 

I would like to emphasize the matter of exercise 
within tolerance. A definition of tolerance is very im- 
portant because so many patients say, “Oh, yes, I have 
been given exercises but they hurt me, so I quit.” They 
go along then for six months or longer before they get 
started again. Pain during exercise or a stretching 
maneuver does not matter, provided the pain does not 
persist. If there remains increased pain or soreness or 
limitation with the same procedure the next day, then 
tolerance has been exceeded. 

With stretching of joints, a well-trained physical 
therapist, through assistive work with the patient, can 
often correct’an early deformity with treatment on a 
daily or three-times-weekly basis. 

For advanced or serious deformities, the program of 
proper exercise serves as a training period for the pa- 
tient while he gains all he can on the conservative 
measures. If a major correction under anesthesia be- 
comes necessary, he is prepared to carry on with cor- 
rective exercises in order to hold the gains afterward. 
Inadequate preparation and inadequate postoperative 
or post-manipulative care account for most failures. 

Before attempting a major corrective program—and 
many of these include multiple joints—detailed plan- 
ning is aecessary. The three essentials are: 

1. To outline a complete plan of the corrective pro- 
cedures necessary for obtaining the desired goal. 

2. To determine the approximate cost as related to 
the expected gain. In private practice this is quite an 
important item. 

3. To maintain good patient morale and determina- 
tion. As has been pointed out before, these are ab- 
solutely essential. 

In regard to the selection of time, it is a mistake to 
wait until the arthritis becomes inactive. Of course, one 
does not manipulate or operate a “hot” joint. In the 
series of manipulated knees we reported some years ago, 
we had better than 90 per cent improvement, with no 
flare-ups of any joints, and we took all contracted knee 
joints that came along. Actually, the pain, heat and 
swelling of these joints subsides with the correction of 
deformity. 

The advice to wait until the activity of the disease 
subsides leads to more serious and permanent crip- 
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pling. If it appears, as it does in certain cases, that 
manipulation alone will not suffice, the orthopedic 
surgeon should participate in the plan and stand by for 
surgery. 

Follow-up care, time and amount of exercises, etc., 
should be directed by the physician. 

Knee flexion contracture, a common cause of dis- 
ability, can be prevented 100 per cent. Good function 
can be obtained in the correction of these knees in over 
90 per cent of the patients. Almost all of them can be 
corrected under anesthesia by manipulation. Old con- 
tractures with heavy adhesions may require posterior 
capsulotomy and do very well with the right procedure. 

Hips are probably the most difficult to manage on a 
conservative basis. Until recently I have been unhappy 
with hip arthroplasties. However, in the last few years, 
I have been more fortunate in the help of a surgeon who 
is taking quite an interest in arthritis, and I am priv- 
ileged to bring to you a preliminary report of his un- 
published results. 

There were 29 rheumatoid hips, 19 operated with 
cups and 10 with ball prosthesis. I am glad to say that 
of these 29, all improved—none was made worse. The 
average motion maintained in a period now ranging up 
to four years has been from an extension of 180 de- 
grees to a flexion average of 90 degrees. 

Feet, bad bunions, hammertoes and painful meta- 
tarsals can be relieved almost 100 per cent by proper 
surgery. 

In the last four years we have succeeded in interest- 
ing an oral surgeon with our orthopedic surgeon. They 
have operated on four temporomandibular joints 
which were ankylosed with jaws closed. All four cases 
have been successful, with resultant motion and good 
chewing function. 

At least a start is being made with a better under- 
standing, through the cooperation of the physician, 
the orthopedic surgeon and the physical therapist. I 
think we have a lot to look forward to in the future with 
this increased interest many of the men are showing. 


Questions and Answers 


Moperator Lowman: The first question is to Dr. 
Solomon: ‘How much overlap was there in cortisone- 
and hydrocortisone-treated patients?” 

Dr. Sotomon: I imagine there is a good deal of that. 
The questionnaire did not specifically ask whether pa- 
tients were being treated with both, but I am sure 
there are many rheumatologists who treat patients 
both with hydrocortisone intra-articularly and with cor- 
tisone orally. 

Moperator Lowman: Dr. Martin, “Do you use 
present criteria as an evaluation of therapy with regard 
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to function? If not, are the criteria for functionai 
status inadequate?” 

Dr. Martin: We use the more specific criteria | 
mentioned of joint management, the amount of pain, 
tenderness, synovitis, muscle strength and the pa- 
tient’s ability to ambulate as the main criteria for the 
setting up and later evaluation of the early treatment 
program, rather than the rougher classification into 
four classes according to general functional capacities. 

Moperator Lowman: I would like to say something 
about this question. As I pointed out, we found it very 
difficult in our study to know what a patient in Class 
IV could actually do: the same for the other classes. | 
don’t know how one can categorize patients function- 
ally this way. It is a very rough index and this was why 
we were forced to use the percentage functional classi- 
fication method. 

Dr. Hill, what is the benefit of climate in rheumatoid 
arthritis ? 

Dr. Hu: I will try to give an unprejudiced answer. 
I have been in Tucson 23 years, and I think that if I 
had rheumatoid arthritis I would like to live in that 
type of climate. I don’t think there is any doubt about 
the fact that climate plays a part in arthritis. 

Patients, of course, are always asking this question. 
My answer is, “Yes, it is helpful—an additional aid. It 
is not a cure.” 

There is no real way of telling how much advantage 
a patient can get out of climate without a trial. There 
is no yardstick for measuring its benefit. I am not sure 
climate plays any important part in the actual flare-up 
of an attack, but I am convinced that it modifies the 
severity of the symptoms of the disease and makes the 
general basic program easier. 

Doctors should stop telling their patients to go out 
to Arizona or Florida or someplace else and bake in the 
sun. Sun does not cure arthritis, and too often patients 
are only made worse or sick by too much sun. 

Furthermore, it is a mistake not to take into consid- 
eration the patient’s economic and social status when 
considering such a move. It is foolish to think that 
climate is a substitute for good food, lodging and basic 
medical care. Many times it is better for the patient 
to return home where he can have the advantages he 
cannot afford by a long trek. 

Dr. Martin: I think the same thing could be ap- 
plied to several weeks of treatment at a spa. 

Moperator Lowman: The cost of rehabilitation is a 
question I would like to say something about. 

If we estimate on the basis of the days of treatment, 
339 for Group I and 223 for Group II, the cost would 
run approximately $8,000 for the severely disabled and 
$6,000 for the less severely disabled. This is a false 
figure in that many of these patients were maintained 
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in the hospital for long periods of time after their re- 
habilitation, simply because we could not work out 
social problems or housing problems. 

Second, many of these patients were utilized initially 
upon their admission to the hospital for a control 
phenylbutazone study which was in progress two years 
ago. All this time bas been included in the over-all 
tabulation. 

Despite that, however, the time required for severely 
disabled arthritics is less than that for a quadriplegic 
or severely disabled polio patient who now can find as- 
sistance for rehabilitation. 

The question of subsidization for this type of dis- 
aster illness is one that is becoming more and more a 
federal responsibility. Up until now the rheumatoid 
with an active disease process has not been considered 
a suitable candidate for vocational rehabilitation. We 
do not agree with this at all. With proper selection of 
patients, many chronic rheumatoid patients could be 
made vocationally self-sufficient. 

Along this line, there is legislation now pending for 
expanded rehabilitation facilities which are in short 
supply over the country at present. The present bill, 
now written, will provide $3,500,000 the first year for 
expanded assistance for rehabilitation through the 
state departments of vocational rehabilitation, $1,500,- 
000 for training of personnel needed to staff rehabili- 


tation centers. Third, $10,000,000 under the Hill- 
Burton Bill, in the first year, is allocated for the con- 
struction or expansion of existing rehabilitation facili- 
ties. 

It is our job to show departments of vocational re- 
habilitation that the chronic rheumatoid is just as 
worthwhile an investment for rehabilitation, from a 
vocational standpoint, as is a paraplegic, quadriparetic, 
hemiplegic, or some other disabled person who finds 
no difficulty in obtaining subsidy from such sources. 

There is time for only one more question: “What is 
the status of ultrasonics in the treatment of arthritis?” 
I will ask Dr. Martin to answer that. 

Dr. Martin: The place of ultrasound in treatment 
of arthritis is still not determined. The preliminary re- 
ports that have come out of the work done in Europe 
tend to be enthusiastic, particularly in reference to 
rheumatoid spondylitis. The majority of the reports in 
reference to this, however, have been based only on 
uncontrolled studies. Some investigators in this coun- 
try have noted favorable results, but most physicians 
who have treated significant numbers of patients with 
ultrasound are still quite conservative and reserve final 
judgment. Certainly, there is no striking evidence at 
the present time that this form of treatment, which is 
probably primarily a source of heat, is: more valuable 
than some of the other tools we have been using. 


HERE'S A HELPFUL HINT.. 


Meperidine and Auricular Flutter 


Don’? Give meperidine hydrochloride (Demerol) to pa- 
tients with auricular flutter. Reflecting an atropine-like 


(antivagal) action, this drug is found to decrease the block 
between auricle and ventricle in patients with auricular 
flutter. Thus the ventricular rate may double or triple with 
consequent adverse effects on cardiac function. 
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HAND SIGNS Lung Cancer 


ROBERT J. GILSTON, M.D. 


Subperiosteal proliferation. (Hypertrophic osteoarthropathy.) 


Right upper-lobe cancer. Phrenic nerve involvement may cause diaphrag- 
matic paralysis. 


Hand signs may precede respiratory symptoms in lung cancer. Their appear- 
ance in middle age should suggest this. They may disappear when the tumor 
is removed. Brain metastases are common from lung cancer. Primary brain 
tumor should not be diagnosed until the lungs are evaluated. 


Horner's syndrome (ptosis, miosis, enophthalmos, unilateral flushing) due to 


a 
ie Arthralgia and rheumatoid arthritis. 
2 Soft tissue metastases. Nicotine stains. sympathetic involvement. 


These injuries reach peak incidence between the ages 
of 2 and 3 years. Eighty per cent of 295 cases were under the age of 5. 
The extent of damage from a wringer injury cannot be evaluated 
for 24 to 48 hours. All patients having severe 

or “‘borderline’’ injury should be hospitalized promptly for treat- 
ment. Prevention of these injuries is largely a matter of public 


education plus further improvement in wringer safety devices. 


Washing Machine Wringer Injuries in Children 


BY J. VERNON LUCK, M.D. AND RICHARD MADDUX, M.D. 
Los Angeles and San Jose, California 


Treatment Technique of Applying Compression Dressings 


IMMEDIATE: 1. Cleanse extremity with a nonirritating antiseptic 

2. A roll of fine-mesh sterile gauze bandage is cut 
into strips 12” to 18” long and applied longitu- 
dinally to the skin surface 

3. A layer of coarse-mesh gauze is next applied 

4. When there are lacerations or skin necrosis, in- 


1. With laceration 
a. Skin debrided and, if possible, closed 
b. Compression dressings applied 
c. Antibiotics 
d. Antitetanus serum or booster vaccine 


= 

e. Irrigate through Dakin’s tubes with normal tubes by Inying them on 

saline 

ear- g. Inspect on third day and generally reapply the is 
rain J Wishes react moderate pressure, two layers of elastic bandage. 

Generally leave fingertips protruding. 

a. Apply compression dressing 7U . 

b. Elevate extremit 
e to i 

c. Stellate blocks for circulatory deficit 

d ly 9. Do not cover dressing with waterproof sheeting 

Pies. 10. Watch circulation in fingertips 


ind needed. Begin irrigations through Dakin’s 
tubes (normal saline) if there are areas of skin 
necrosis 

e. Aspirate collections of blood or serum with 
16-gauge needle 

f. Excise areas of skin necrosis and graft with 
split thickness skin as soon as the areas are 
ready to receive the skin grafts 


Results of Treatmen!—295 Wringer Injuries 


CASES TREATED 
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Pressure Dressings Pressure Dressings 
Over Under Over 
12 Hoers 12 Hours. 12 Hours 12 Hours 
fete! Injuries 20 39 
Grafts Required 30% 61.5% 4.5% 20.5% 


* Female, age 2 (Figure 4). Right arm entered rollers to axilla b..t 
was released immediately and pressure dressings promptly applic:|, 
No skin necrosis and no permanent damage. Illustrates benign cha r- 
acter of majority of wringer injuries. 


Figure 1. Hand and forearm (plastic) protruding from rollers of an 


electric washing machine wringer. 


* Female, age 17 months. Left upper extremity (Figure 5 a) en- 
tered rollers to axilla and right hand entered to palm (Figure 5 6). 
Figure 2. Materials for compression dressing: Cotton or machinists’ Infant suspended by rollers resulting in temporary bilateral bra- 
waste, elastic bandages, gauze sponges and gauze bandages. chial palsy. Axillary skin lost on left; fingers on right became L 
gangrenous and were amputated (Figures 5 6, c and d). 


Figure 3. Typical upper extremity compression dressing. Figure 5 (Left axilla). Fi 


GP Volume Number G 


4 


at * Negro male, age 4 years (Figure 6). Left hand caught in wringer 

d. two weeks prior to hospital admission. “Bandages applied’’ at home. 

i Hospital care included debridement, and skin grafts. 

= 
Figure 6. 
* Colored female, age 1 year (Figure 7). Wringer injury to right 
hand three hours before admission to hospital. Deep avulsion of skin 
on dorsum of hand, 

en- 
5b). 
bra- 


ame Figure 5 ¢ (Right hand at end of one month). 


Figure 5d (Right hand at end of three months). Figure 7. 
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* Female, age 3 (Figure 8). Rollers continued to turn, grinding the 
volar soft tissues, proximal half of the right hand. 


* Female, age 3% years. Caught right forearm in wringer 6-8-53 
and upt-» roller ran approximately five minutes on dorsum of 
forearm. Soft tissues destroyed down to radius and ulna in upper 
one-third of forearm. Hand pulseless, white and cold. Continuous 
stellate block given, together with pressure dressings, T.A.T. and 
antibiotics (Figure 9a). Gangrene developed distal to elbow (Figure 


9b). Amputation at elbow (Figure 9c). 


Figure 9a (Day of injury). 
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Figure 9 b (One week after injury). 
’ 
‘ 

Figure 9 ¢ (After amputation). 
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* Female, age 2 (Figure 10). Forearm entered rollers to elbow. 
Patient suspended from wringer for several minutes before being 
rescued. Six-day delay before hospitalization and proper care. 


* Colored male, age 2 (Figure 11). Mangle injury. Patient turned 
on mangle and caught his right upper extremity between the rollers. 
The heat was not on, so there was no associated burn. 


Figure 11. 
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* Negro female, age 3 years. Mother went to backyard to hang 
clothes and left the wringer of her new washing machine running. 
The rollers revolved on child’s mid and upper forearm for con- 
siderable time before mother arrived to turn off wringer. Further 


- delay releasing the child from rollers. Antecubital skin avulsed: 


forearm and hand cold (Figure 12 a). Multiple stellate blocks, etc., 
but amputation was necessary because of gangrene below elbow 
(Figures 12 b and c). 


: 
° 
| 
‘ 
Figure 10. Figure 12 a. 
i 
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* Colored female, age 8 years. Left upper extremity caught to 
elbow in wringer one day ago when child attempted to turn off 
machine for her mother (Figure 13a). Seen immediately by doctor. 
No treatment recommended. Mother then brought child to hospital 
next day. Good result from skin grafts (Figure 13b). 


* Colored male, age 4 years (Figures 14a, b). Mother next door te!, - 
phoning. A passing policeman heard the child’s screams, entered ti:c 
house and released the arm from the winger. Axillary skin wis 
avulsed and brachial plexus severely damaged. Extremity remain: d 
Alail below the elbow. 


Figure 14 a (After injury). 


Figure 13 b (Twelve days after injury and after debridement: ready 
for skin graft). 


Figure 14 b (After skin grafts). 


Photographs by Miss Marjorie L. Pressey, Photo Laboratory, University of Southern California School of Medicine 


Food for the Future 


THERE is ample justification for concern about adequate 
food supplies for future generations of mankind, but this 
concern should be broadened to include the immediate 
problem of an adequate standard of living for the world’s 
present population. The successful solution of the immedi- 
ate problems would furnish the best background of experi- 
ence for meeting those that will arise in the future. First 
steps include the acceptance by society of responsibilities 
for the extension of the benefits of education throughout 
the world and provision for the type of scientific, economic, 
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social, political, and religious leadership necessary to assure 
food for all on a continuing basis. 

Striking improvements in the food supply can be readily 
made through the application of present knowledge, if the 
foregoing conditions are met. The rapid pace of modern 
science, both pure and applied, gives promise that future 
benefits may be much greater than those thus far experi- 
enced. Current advances do not signal the end of a tech- 
nical road but rather that the great scientific developments 
still lie ahead. If we have the intelligence and wisdom to 
recognize human responsibilities and to make constructive 
use of our natural and human resources, we can look for- 


' ward to a better world in the future and improved standards 


of living for all—Dr. J. G. Harrar, Science, 122:313, 1955. 
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© In evaluating the patient with acute abdominal pain, 
nonsurgical causes tend to be neglected. 
The recognition of these conditions presupposes a knowledge 
of the various “‘medical’’ causes of the acute abdomen. 

*™, In addition to systemic diseases, intrathoracic, psychogenic 

__ < and skeletal disorders may underlie abdominal pain. 

The patient is spared the economic and emotional embarrassment 

of needless surgery, and the physician is spared 

\ the trauma of “‘losing face,’’ when the nonsurgical 


acute abdomen is recognized. 


Medical Aspects of the Acute Abdomen 


BY HAROLD N. NEU, M.D. 
AND WILLIAM J. REEDY, M.D. 


Department of Medicine, Creighton University, Omaha, Nebraska 


Introduction 


When a patient has acute abdominal pain, the phy- 
sician must decide whether the cause is medical or sur- 
gical. Often surgery is needed. However, the number of 
patients who continue to have their pain after an oper- 
ation is testimony to the nonsurgical possibilities in- 
volved in the “acute abdomen.” 

Most articles about the acute abdomen are written 
by surgeons, since it is one of their most urgent prob- 
lems—one they must often solve without the help of 
various highly developed diagnostic procedures. 

In the presence of acute suppurative appendicitis, 
acute pancreatitis, perforated duodenal ulcer, or ec- 
topic pregnancy, there may be no time for elaborate 
roentgenologic studies, or chemical investigations of 
the blood; for a trial of medical management, or even 
for consultation with an internist. As a result, most 
surgeons become quite expert in recognizing, on clini- 
cal grounds alone, the cases in which operation is indi- 
cated and those in which it is contraindicated. If one 
must err, it should be on the side of greatest safety for 
the patient; even if this occasionally results in an 
operation with negative findings. 

We feel that a review of the nonsurgical conditions 
in which error is most frequently made is justified, 
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since the medical aspects of the acute abdomen are not 
sufficiently appreciated. 


Systemic Causes of Abdominal Pain 


Abdominal pain can be a manifestation of systemic 
disease. The first condition in this category is the epi- 
gastric distress or pain in the pre-coma state of dia- 
betes mellitus. If there is associated nausea and vomit- 
ing and gastric distention, then the question of an 
acute abdomen may arise. The blood sugar and plasma 
acetone may provide a basic indication for postponing 
the decision to operate. After treatment of the acidosis, 
the abdominal findings should be reappraised. 

Lead poisoning, in the days before it was recognized 
as an industrial hazard, often presented as colic which, 
in its acute phase, was hard to distinguish from an 
acute surgical abdomen. Usually, the pain is diffuse 
and cramping in character. Stippling of the red cells 
and anemia, the occupational history and the physical 
signs of a lead line aid in the differential diagnosis. 

While herpes zoster more commonly involves the 
thoracic levels, it can occasionally be the cause of 
severe abdominal pain, with marked tenderness and 
hyperalgesia of the segments involved. Prior to the 
development of the vesicles, the diagnosis is very dif- 
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ficult to make. One should suspect it in the absence of 
signs of peritoneal irritation. 

Gastric crisis may produce pain, tenderness, rigidity 
and physical signs of abdominal disease. The correct 
diagnosis is suggested by demonstrating the Argyll- 
Robertson pupil, lack of Achilles tendon sensation and 
other evidence of tabes. 

There is no particular point of tenderness following 
a black-widow spider bite, but rigidity and spasticity 
are observed in the abdominal muscles just as in any 
other muscles of the body. 

A rare condition in which there can be acute abdom- 
inal pain is Henoch-Schénlein’s purpura. Usually the 
associated skin purpura and the joint manifestations 
are predominant features, and overshadow the gastro- 
intestinal complaints. 

The widespread use of anticoagulant therapy in re- 
cent years has occasioned a clinical picture simulating 
the acute abdomen. These agents, as a cause of hemo- 
peritoneum, have not been emphasized enough to the 
medical profession. Recent reports in the literature 
stress the need to recognize this complication of anti- 
coagulant therapy as a possibility in the acute abdo- 
men. A similar problem sometimes arises in a patient 
having hemophilia. 

Acute abdominal symptoms can be due to allergy, 
although usually the abdominal symptoms are not the 
prominent part of the clinical picture. In some in- 
stances, however, allergy to foods may give symptoms 
indistinguishable from cholecystitis. One must not 
attribute the cause of pain to allergy until other condi- 
tions have been ruled out. A family history of allergic 
diseases is helpful, but more valuable is the patient’s 
dietary history of repeated acute gastrointestinal reac- 
tions following ingestion of certain foods. 

The collagen diseases are being recognized with 
increasing frequency nowadays. It is well to remember 
that acute abdominal pain may be a prominent feature 
of periarteritis and systemic lupus erythematosus. 

Abdominal pain may also be a feature in metabolic 
and endocrine disorders. Thus, electrolyte imbalance, 
parathyroid dysfunction and porphyria are legitimate 
considerations in evaluating the patient with acute 
abdominal pain. 

Last, when we consider the acute abdomen in rela- 
tion to systemic disease, we must include acute sore 
throat, tonsillitis, acute rheumatic fever, scarlet fever 
or any exanthemata. Operations have been performed 
when a delay would have clarified the diagnosis. 


Thoracic Sources of Abdominal Pain 


In pulmonary diseases, pain referred to the abdo- 
men is usually the result of irritation of the peripheral 


94 


portions of the diaphragm which are supplied with 
afferent fibers from the lower six intercostal nerves. In 
lobar pneumonia, where there is involvement of the 
lower lobes, the abdominal findings may predominate. 
This error seldom occurs today with the wider use of 
admission chest films. Physical examination should 
give the physician the clue to wait for clarification of 
the diagnosis. 

Occasionally pulmonary infarction may begin with 
the sudden onset of pain in the upper abdomen, al- 
though it is more frequently confined to the lower chest 
and substernal region. The history of recent injury. 
fracture, thrombophlebitis or surgical operation is 
significant. 

It has been reported that spontaneous pneumo- 
thorax can be associated with severe upper abdominal 
pain. The associated dyspnea and the physical findings 
should establish the diagnosis. 

A myocardial infarction may be mistaken for an 
acute abdominal inflammatory reaction. Occasionally 
this works the other way around, and a myocardial 
infarction is suspected in the presence of an acute 
perforated peptic ulcer, an acute gangrenous chole- 
cystitis or an acute pancreatitis. In such cases differen- 
tial diagnosis is especially difficult because the electro- 
cardiogram may show minor changes which suggest 
myocardial damage. 

The patient with a large liver due to congestive heart 
failure may have abdominal rigidity and tenderness. A 
history of dyspnea with associated findings of heart 
disease should draw attention to the possibility of vis- 
ceral congestion, a common finding in heart failure. 

Patients have been reported with perforation of pep- 
tic ulcers and acute myocardial infarction. It is worth 
emphasizing this particular point since, in our exper- 
ience, the type of patient who is apt to have a myo- 
cardial infarction is very similar to the type of patient 
who is apt to have a peptic ulcer. 

Occasionally in acute pericarditis there is rigidity of 
the upper abdomen but most of the other signs of 
abdominal disease are lacking. 


Psychogenic Disorders with Abdominal Pain 


The systemic and thoracic causes of the “acute 
abdomen” are less common and do not present the 
difficulty in differential diagnosis that the so-called 
functional disorders do. These include the minor psy- 
chogenic types of gastrointestinal reactions as well as 
the more frank psychiatric disorders such as hysteria. 

The acute surgical abdomen, when unrecognized, 
soon brings the physician face to face with his mistake. 
On the other hand, the erroneous diagnosis of an 
acute surgical abdomen followed by exploration, may 
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not give the answer and may sacrifice the opportunity 
to recognize the reason for the pain. The patient, hav- 
ing tried surgery as a solution for his pain and finding 
it wanting, then seeks relief elsewhere. 

It is not fully appreciated that functional disease can 
be responsible for as severe pain of the alimentary tract 
as is encountered in the presence of organic diseases. 
The pain associated with mucous colitis, irritable 
colon, cardiospasm, and pelvic disturbances has been 
the cause of numerous ill-considered operations. Since 
the mechanism of the pain is identical in patients with 
organic disease, and in those who have local spasm due 
to either parasympathetic or sympathetic overstimula- 
tion, the differential is often difficult. 

It may seem trite to say that the internist or general 
practitioner usually attempts to study the patient more 
than the disease, but, this approach is inherent in his 
training. On medical and psychiatric services, patients 
are frequently seen who have the same symptoms they 
had prior to their surgery. This must mean that some- 
one, at one time, must have thought that the patient 
had a surgical abdomen. In all of medicine there is 
greater need of appraisal of end results. Only by such 
follow-ups can both surgeons and physicians learn 
from their failures. 

A survey of the surgical procedures on 50 women 
with hysteria and 190 emotionally normal controls, 
showed that it is possible for the hysterical patient to 
mimic any acute surgical abdomen. We know of no 
procedure by which one can readily differentiate these 
conditions by physical examination alone. Differentia- 
tion involves a careful evaluation of the patient’s his- 
tory and a keen appraisal of his personality to deter- 
mine whether or not he has a “hysterical personality.” 
The essential feature of the self-satisfied hysteric, is 
the need to have his cake and eat it, too. Some of these 
patients have strong need for approval while others are 
driven to dominate their life situation. Since both types 
are self-satisfied, they unconsciously utilize bodily 
symptoms to gain their objectives. Therefore multi- 
plicity of symptoms is characteristic. A second char- 
acteristic is the absence of anxiety. Table 1 indicates 
the more common symptoms of these patients. It is 
unwise to assume that all these symptoms are imagi- 
nary. On the contrary, the underlying stimulus prob- 
ably arises from sympathetic or parasympathetic over- 
stimulation, but the intensity and heightening of the 
reaction is due to the hysterical state. Thus, Alvarez 
has called attention to the acute abdominal symptoms 
seen in hysterical bloating. 

In contrast, patients who suffer from anxiety neuro- 
sis usually have no greater number of surgical pro- 
cedures than the average. This is because their anxiety 
pattern limits symptoms to a specific area. It is more 
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Commonly Observed 
Characteristics of Hysteric 


TL. Quality of Emotional Reaction 
. a. Shallow yet talkative 
b. Impulsive yet friendly 
¢. Brief but intense 
Theatrical—needs audience 
Clinical Manifestations 
a. Sensory 
1. Pain — head 
breast 
pelvis 
— vulva 
anal 
— hemianesthena 
anosmia 
amaurosis 


6. Motor 
1, Spasms 


— lump in throat 
tics or tremors 
stammering 


aphonia 


contractures 
peculiar gaits 
c. Autonomic Manifestations 
Cutaneous 
Respiratory 
Gastrointestinal 
Cardiovascular 
Genitourinary 
d. Psychu Manifestations 


2. Paralysis 


clearly defined and its intensity often can be modified 
by reassurance. Since the patient with anxiety neurosis 
expects much of himself, he has less need for physical 
symptoms to aid in gaining his objective. 

It is probable that abdominal migraine and abdomi- 
nal epilepsy are related phenomena, and are similar to 
those seen in hysterics. In some cases however, they 
appear to be true epilepsy and respond to anticonvul- 
sive therapy. The electroencephalogram may or may 
not be helpful in these cases. Positive records are useful, 
but negative ones do not exclude the disease. Often 
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Figure 1. Distribution of pain and tenderness in a patient having 
osteoarthritis of spine (initial diagnosis: acute appendicitis). 


other evidences of epileptiform equivalents are pres- 
ent, or the family history may be helpful. 


Abdominal Pain Referred from Spine 


Another group of patients who manifest acute ab- 
dominal pain are those with back injuries and rheuma- 
tologic disorders. The increasing incidence of osteo- 
arthritis in our aging population, and the frequency of 
automobile accidents requires that we focus more at- 
tention on the spine as a source of acute abdominal 
pain. Since the segmental dermatome of T-6 is at the 
level of the xiphoid cartilage and that of L-1 is just 
above the symphysis pubis, one can appreciate that 
any intraspinal or vertebral disease between these 
levels may be reflected in the abdomen. 

One should divide abdominal pain into three cate- 
gories, depending upon the degree of associated ten- 
derness. First, in purely visceral pain, local skin ten- 
derness is absent and the areas to which the pain is 
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referred are nontender. The second group consists of 
viscero-parietal pain in which the diseased viscus in- 
cludes the parietal peritoneum in its reaction, and in 
which there are pain, tenderness, rigidity, and local 
hyperalgesic areas of the skin. The third group con- 
sists of segmental pain and tenderness only. In the 
last group the symptoms are not usually initiated by 
stimuli from diseased abdominal viscera. When one 
finds that in a painful segment, only the cutaneous 
branches are hyperalgesic, the pain and tenderness 
usually are somatic in origin. 

This segmental pain and tenderness can be demon- 
strated by the simple pinch test, or by the use of pin 
prick methods. A common error is the lack of apprecia- 
tion that the segmental dermatome of pain of somatic 
origin is not uniformly a circle around the body but 
more frequently localizes in the anterior abdominal, 
and in the posterior paravertebral areas. A portion of 
the segmental dermatome between them may well be 
missing. 
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Figure 1 indicates the dermatome distribution in a 
patient who was presumed to have acute appendicitis. 
When the symptoms persisted after surgery, careful 
study of the dorsal spine revealed a severe osteoarthri- 
tis of the spime at the levels of D-11 to L-1. This had 
developed following back injury a number of years ago. 
After a period of activity such as bending, lifting or 
riding on a tractor, the pain pattern would recur. 
While this type of segmental dermatome can be mis- 
interpreted on superficial examination, as indicating 
deep tenderness and pain, there is also a danger of too 
readily assuming that minimal osteoarthritis in the 
dorsal spine can account for the segmental dermatome. 
An example of this difficulty is illustrated in a patient 
who had just such a severe dermatome on the right at 


the level of T-8. This patient was treated over a period 
of time for osteoarthritis of the dorsal spine, but fol- 
lowing a sudden aggravation of pain it was suspected 
that an intra-abdominal lesion most probably accounted 
for the pain. An exploratory operation revealed diffuse 
carcinoma of the liver. It is wise to be circumspect 
before performing abdominal surgery, yet occasionally 
one delays when earlier exploration would have been 
preferable. This “via media” in medicine is the source 
of much debate, yet careful attention to the differential 
diagnosis with a methodical approach will eliminate 
most of these errors. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


HERE ARE TWO HELPFUL HINTS... 


Infectious Mononucleosis vs. Leukemia 


Fever, sore throat, adenopathy and splenomegaly, with 
blasts in the peripheral smear, occur in leukemia and in 
infectious mononucleosis. The hematocrit is an excellent 
differential test: it is rarely normal in leukemia, and seldom 
abnormal in infectious mononucleosis. 


In Diagnosis of Polycythemia 


KLOOD-LETTING is helpful in polycythemia vera. It may be 
harmful in secondary polycythemia. The platelet count 
inay make the distinction. It is usually normal in secondary, 
and elevated in primary polycythemia. 
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Although bacterial meningitis is less often fatal than formerly, 


G “ae it is a dangerous disease in terms of serious neurologic sequelae. 
oir “+ The cardinal points in successful management are 
ae (1) early diagnosis, (2) identification of the invading organism 
/ and children, combined chloramphenicol-chlortetracycline therapy 
(parenteral) has been highly successful. 
= An important adjunct is removal of subdural effusions. 


Nontuberculous Bacterial Meningitis in Infants and Children 


BY FREDERIC G. BURKE, M.D., SYDNEY ROSS, M.D. 
ROBERT H. PARROTT, M.D. AND E. CLARENCE RICE, M.D. 


Research Foundation of Children’s Hospital, and the Microbiological Institute 
National Institutes of Health, Public Health Service, U. S$. Department of Health, Education and Welfare 


Wiruin the past ten years, mortality rates due to men- __ the onset of the first symptoms and institution of ap- 
ingitis have dropped dramatically so that today they _ propriate therapy, the better the results. Certainly 
are at a most encouraging low. Formerly, meningo- __ the incidence of serious sequelae is closely related to 
coccic infections were seldom less than 50 per cent __ the destruction of central nervous system tissue by the 
fatal; other forms of meningitis were usually 100 per _ time specific treatment is started. The matter of a few 
cent fatal. Today, there are therapeutic weapons hours frequently can represent the difference between 
against any of the bacteria capable of entering the therapeutic success and failure. Thus, too much stress 
meningeal spaces, with the possible exception of Myco- _ cannot be laid on the importance of early diagnosis. 


bacterium tuberculosis. With the broadly effective Early manifestations of meningitis in the infant age 
a antimicrobial agents available at this time, however, it —_ group are often nonspecific, consisting sometimes only 
. is disappointing that deaths do still occur, and severe _ of fever, fretfulness, vomiting and diarrhea. The fever 


neurologic sequelae are not rare in surviving cases. may range between 99 and 107 degrees. Signs of 
ek Some of the important factors that may be indicted for —_ meningeal irritation, including nuchal rigidity and 
e these unfortunate results include: (1) Delay in diag- —_ Brudzinski and Kernig signs, are less reliable diagnos- 
nosing meningitis; (2) failure to identify the causative _ tically than in older children. Of these three signs, the 
agent or agents promptly; (3) failure to institute  Kernig sign is most equivocal and difficult to interpret. 


specific optimal treatment early; (4) failure to recog- At a time when more overt clinical manifestations of 
nize complications, particularly subdural effusions. meningitis are apparent (particularly evidence of 
meningeal irritation), the disease is often well ad- 
vanced. Thus, it is good practice to perform a lumbar 
Delay in Diagnosis ~ 8 P P 


puncture on any infant or child with meningeal signs, 
One striking tenet of successful management in bac- _ with a history of fever and convulsions or in any infant 
terial meningitis is that the shorter the time between __ with suggestion of a bulging fontanel. 
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Failure to Identify Cause 


Failure to identify the causative agent or agents 
accurately and promptly is another most important 
detriment to effective treatment, and this failure may 
be associated with one or several of the following 
factors: 

1. There are no definite clinical signs that enable 
one to distinguish one type of pyogenic meningitis 
from another except that petechiae occur in the menin- 
gococcic more commonly than in others. 

2. In some instances, antibiotics have been used in 
suboptimal dosages before the admission of the baby 
to a hospital, thus partially suppressing the causative 
agent and frequently making the laboratory identifica- 


even the best equipped laboratories, proper identifica- 
tion is not forthcoming for one to several days. While 
in some instances proper identification can be made by 
a stained smear from spinal fluid, in at least an equal 
number of instances cultures must be employed, neces- 
sitating a long delay before laboratory confirmation of 
the etiologic agent. In addition, it occasionally hap- 
pens that because of excessive decolorization or poor 
staining, pneumococci may be mistaken for meningo- 
cocci and vice versa. Also in those cases where Hemo- 
philus influenzae organisms are present in very small 
numbers with the predominance of coccal forms, there 
is the possibility of confusing these forms with menin- 
gococci, pneumococci, staphylococci or streptococci. 

It is with a view to these above-mentioned considera- 


tions, in addition to the fact that double infections 
are not rare, that combination therapy finds its greatest 
justification. 


tion impossible. 
3. The lack or inadequacy of laboratory facilities is 
a severe handicap in many localities. Frequently, in 
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SENSITIVE SENSITIVE RESISTANT RESISTANT 
0.1-5.0 5.018 50-500 


meg. /ee. meg./ cc. 


AMPHENICOL inflwonene 
N. meningococcus 
.05-1.0 1.0-5.0 5.0-20 20-500 
meg./ ec. 
 CHLOR- 
mevingococcu: 
> 10 1.050 5,0-20 20-500 
meg. /ce. meg./ce. meg. /ce. meg./ee, 
oxy. Pneumococces 
TETRACYCLINE 


4. influensse | 


This chart demonstrates the «lative sensitivity of a large number of 
steeins of organisms to these three antibiotics. While 2 few resistant 
strains of pnewmoceccus were found te chloramphenicol, no strain of 


H. influenzae has been found to show any resistance in the laboratory 
to this drug. A relatively similar antimicrobial spectrem is noted with 
the other agents for these organisms. 


Chart 1. 
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Failure to Provide Optimal Therapy 


In searching for an optimal therapeutic regimen, 
stress should be laid not on minimal amount or type of 
treatment, but rather on a combination of antimicrobial 
agents that will promise the best results with minimum 
number of toxic reactions. 

This regimen should be technically easy to follow 
and should not require elaborate laboratory facilities 
for its execution. 

Probably two antimicrobial agents are preferable, to 
avoid the possible emergence of resistant strains of 
bacteria and to cover the possible delay in laboratory 
confirmation of the suspected organism. These drugs 
should have broad antibacterial spectra to cover all of 
the common causative organisms, particularly, Neis- 
seria meningitidis, H. influenzae, various streptococci, 
Diplococcus pneumoniae, hemolytic staphylococcus, 
and Escherichia coli, pending specific identification 
and determination of susceptibility. 

The agents employed should be easily administered 
and should provide effective concentrations very read- 
ily and rapidly to the site of infection by passing the 
blood-br:.in barrier, and making recourse to the intra- 
thecal route unnecessary. 

Eventual choice of the antibiotics may be influenced 
by many considerations: Streptomycin may cause eighth 
nerve damage, with vestibular derangement, and may 
allow the development of resistant bacterial strains. It 
traverses the arachnoid membranes poorly after intra- 
muscular injection, and some physicians advocate 
intrathecal administration for really adequate results. 


Alexander has noted complete vestibular damage even 
in minimally recommended doses intrathecally. 

In regard to rabbit serum in H. influenzae meningi- 
tis, serum reactions characterized by fever, urticaria 
and swollen joints, occur in approximately 20 per cent 
of the cases. The cost of treatment with serum is very 
high and is no longer necessary. 

Sulfadiazine and other sulfonamides are excellent 
drugs which can be given very easily and with very 
little hazard to the patient. They are effective against 
many strains of meningococci and to a lesser extent 
against pneumococci, streptococci, H. influenzae and 
E. coli. Sulfonamides readily transfer across the menin- 
ges and, as an adjunct to chloramphenicol, chlortetra- 
cycline and penicillin, have proved to be fairly ef- 
fective in treating meningitis. Sulfonamides in com- 
bined meningitis therapy are still employed in many 
clinics with considerable success. However, 60 per 
cent of the strains of H. influenzae in our experience 
with meningitis have shown sulfadiazine resistance. 

Penicillin. The great advantage of penicillin is its 
low incidence of toxicity and side reactions. However, 
massive doses are necessary to traverse the blood-brain 
barrier if recourse to the intrathecal space is to be 
avoided. Very few strains of H. influenzae have shown 
any susceptibility. Penicillin in doses of 500,000 to 
1,000,000 units intramuscularly every two to three 
hours should be included in the combined therapeutic 
regimen when the causative organisms are identified as 
pneumococci or streptococci. 

The tetracycline drugs have a broad spectrum, but 
like penicillin, pass the blood-brain barrier in rela- 
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tively poor concentration in many instances. They are 
comparatively ineffective in meningitis when given by 
mouth alone, so, when used, parenteral administration 
is advisable (Chart 1). 

Chloramphenicol readily traverses the blood-brain 
barrier and 30 to 50 per cent of the concentration in 
the blood stream is found in the meningeal spaces. 
This drug is extremely effective against all strains of 
H. influenzae. Nearly all strains of meningococci have 
been found to be sensitive, and it is moderately efiec- 
tive against pneumococci. Furthermore, this drug can 
be effectively given intravenously, intramuscularly and 
by mouth, and is unattended by any local reactions 
except in the instance of prolonged intramuscular in- 
jections, when some gluteal tenderness has been noted. 

The disadvantage of chloramphenicol is that it is 
less effective against the gram-positive organisms than 
penicillin, chlortetracycline or oxytetracycline. The re- 
ports of severe blood dyscrasias with chloramphenicol 
is a factor that must be mentioned. However, in over 
3,000 children treated with the drug at the Children’s 
Hospital in Washington, D. C., over a five-year period, 
no case of aplastic anemia has been noted. Detailed 
bone marrow studies were performed before, during 
and after therapy in 50 children, and no instance of 
any untoward effect on bone marrow was noted. To 
achieve maximal efficiency, parenteral routes of ad- 
ministration of chloramphenicol must be employed in 
the acute phase of meningitis. 

With these features of the various available agents 
in mind, several combinations are possible that would 
promise success in the treatment of meningitis. For 


‘perience with Drug Therapy in 91 Cases of Meningitis. 


example, Margaret Smith of New Orleans has recently 
reported on a series of 86 cases of bacterial meningitis 
due to H. influenzae, meningococcus and pneumococ- 
cus, with a total of seven deaths. Her plan of treatment 
consisted of a combination of sulfadiazine, penicillin 
and chloramphenicol. 


A Therapeutic Plan 


At the Children’s Hospital in 1952, a regimen of 


treatment for meningitis was adopted to include the 
antibiotic combination of chlortetracycline and chlor- 
amphenicol. On theoretical grounds based on labora- 
tory studies, it was thought that this combination 
would cover all types of meningitis that are commonly 
seen, since 30 to 40 per cent are due to H. influenzae 
30 to 50 per cent due to Neisseria meningitides and 
other types are relatively infrequent. The following 
plan was instituted: 

1. Admission work-up consisted of peripheral blood 
leukocyte and differential counts and hemoglobin, 
urinalysis, blood and throat cultures, spinal tap, eosin- 
ophil count, subdural tap if fontanel and sutures were 
still open, weight of the patient upon admission, pete- 
chial smears if present, and sensitivity of the organism 
when it was cultured. } 

2. Subsequent work-up consisted of a daily eosinophil 
count and observations of the urine, peripheral blood 
and blood cultures at frequent intervals. Subdural tap 
was performed every two days when indicated, and a 
spinal tap was done daily for the first five days and 
every second or third day thereafter. 


Chlertetracycline 
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3. Treatment consisted of chlortetracycline, 10 mg. 
per kg. of body weight, chloramphenicol, 20 mg. per 
kg., every six hours given intravenously. Both drugs 
were dissolved in 50 cc. of 5 per cent glucose with 
rapid stirring and allowed to run in rapidly at a rate of 
30 to 40 drops a minute. Intravenous therapy was 
maintained for a minimum of two or three days, oral 
administration being substituted as soon as feasible in 
the dosage of 40 mg. per kg. of chloramphenicol and 
20 mg. per kg. of chlortetracycline every six hours. In 
addition, 1 gram of chloramphenicol was injected 
intramuscularly each day, for maintenance of a high 
blood level for varying periods after cessation of intra- 
venous antibiotics. Combined chlortetracycline-chlor- 
amphenicol therapy was continued for seven to four- 
teen days, depending on the condition of the patient. 
If the offending organism was found to be D. pneu- 
moniae, penicillin in high dosage was added to the 
regimen in several cases. 

This outline of treatment was followed in most cases 
of meningitis, although some variations in the pro- 
posed rigid treatment schedule are found in the results 
of the 91 cases that were admitted in 1952, since a 
private physician sometimes introduced other com- 
binations of broad-spectrum drugs or penicillin, a 
tendency that is quite understandable when one is 
faced with the responsibility of a desperately sick 
child. Seventy per cent of the patients received com- 
bined chloramphenicol and chlortetracycline alone ; 15 
per cent received chloramphenicol and _ chlortetra- 
cycline combined with streptomycin, sulfadiazine and/ 
or penicillin; and 15 per cent received one or another 
broad-spectrum antibiotic alone, not in combination 
with another drug (Chart 2). 

In the group of 91 cases treated, there were four 
deaths—only one of which could be said to be due to 
failure of the mode of management. This death oc- 
curred in a l-year-old child who was very ill at the 
time of admission with Hemophilus influenzae menin- 
gitis and died three days later. Another death occurred 
due to fulminating meningococcemia with acute adre- 
nal insufficiency, the patient succumbing eight hours 
after admission to the hospital. The third death was in 
an 11-day-old infant who had been sick with severe 
diarrhea before admission to the hospital; death was 
due to an overwhelming Proteus mirabilis sepsis and 
meningitis which was completely resistant to every 
agent tested. 

The final death was in a 12-day-old baby who was 
severely acidotic due to diarrhea of eight days’ dura- 
tion and who on admission had a CO: combining 
power of 12 vol. per cent. An Escherichia was cultured 
from the blood stream and spinal fluid. This baby died 
one day after she entered the hospital. 
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Subdural Effusions 


As the incidence of death due to meningitis has 
been reduced, interest has come increasingly to focus 
on the occurrence of severe neurologic sequelae. Onc 
cause that until recently had been overlooked for ai 
least some of this brain damage, is the accumulation of 
fluid beneath the dura in association with purulent 
meningitis. This complication has come to be recog- 
nized in 30 to 50 per cent of infants and children 
whose fontanels are open. The incidence of subdural 
effusions has not been determined in older children 
with meningitis, since it is more difficult to ascertain 
the presence of subdural fluid in those in whom the 
cranial sutures are closed. It seems fairly clear how- 
ever, that this complication is more common in the 
group under the age of 2 years, and must be particu- 
larly kept in mind in older children who fail to give 
evidence of complete and prompt resolution of the in- 
flammatory process. 

In the 40 small infants in our series of cases, routine 
subdural taps were performed, and effusions were 
found to be present in 19. The organism involved in 
the case of meningitis seemed not to be too important 
in producing this complication. It was found in seven 
instances of H. influenzae meningitis, five cases due to 
N. meningitides, two cases due to D. pneumoniae, one 
due to a streptococcus and in four cases out of 12 
where no organism was cultured. The subdural fluids 
were usually deeply yellow, high in protein content 
(800 to 1,500 mg.), blood-tinged, or purulent; they 
became less yellow to clear as the fluid was evacuated 
over a period of days. 

Bilateral taps were done each day, with decreasing 
amounts of fluid being noted on each evacuation. In all 
but five of these 19 cases, this treatment sufficed to 
relieve the complication. In the five cases that were 
relieved by trephination, subdural membranes were 
found in four. These membranes were subsequently 
removed surgically. Occasionally, on the initial tap, 
subdural fluid revealed an organism corresponding to 
that found in spinal fluid, but in most instances the 
subdural effusion was found to be sterile (Chart 3). 

Severe sequelae were noted in four instances at the 
time of discharge from the hospital. An additional 
group of eight cases showed mild disturbances char- 
acterized by increased irritability, behavior difficulties 
of short duration, and temporary retardation of de- 
velopment. For example, a few infants were slower to 
sit or stand, but after a few months, improved to nor- 
mal range of activity. A few children were noted to be 
hyperirritable and slept poorly for several months and 
then improved. Similarly, spasticity of the arms and 
legs was seen in some of the cases; all gradually im- 
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proved. How much of these minor changes might be 
seen after any severe illness is speculative. 

There was one case of hydrocephalus in a 3-month- 
old infant who had been ill for many days before ad- 
mission to the hospital and from whom Salmonella B 
was cultured from the spinal fluid. This organism was 
resistant to every drug tested. Three children, all of 
whom had subdural membranes, were permanently 
mentally retarded. In one instance, the membrane was 
removed quite late in the course; this child showed 


severe neurologic sequelae with resistant convulsions 
and severe behavior difficulties. Another had a severe 
antecedent illness with congenital heart disease, and a 
third, a definite case of mental retardation which may 
be clearly traced to the meningitis itself. Nearly all of 
the children in the series have been followed for at 
least one year by the neurologic service. Electroence- 
phalograms were done in many and, in general, were 
found to be quite unreliable in predicting the presence 
or absence of subdural effusions. 


Cervical Cord Compression by Disk 


ALTHOUGH spinal root symptoms due to compression 
by a herniated intervertebral disk of the neck region are 
a familiar picture to diagnosticians, MacDonald, Dodge 
and Clark noted that the syndrome of anterior com- 
pression of the spinal cord continues to be overlooked 
or misdiagnosed. 

Pain in the neck is not a conspicuous feature, and a 
history of trauma is often lacking. Rather, neurologic 
signs of cord damage are found (Figure 1). The 
nature and distribution of those signs depend upon 
the size and exact location of the disk. 

The clinical picture might include paresthesias in 
extremities, one-sided loss of pain and temperature 
sensation (compression of cord on opposite side), and 
pyramidal tract disturbance (spastic weakness of lower 
extremities, hyperreflexia, clonus, positive Babinski 
signs). Commonly, x-ray pictures of the neck are un- 
revealing. Spinal fluid examination often is entirely 
normal (including Queckenstedt sign). Diagnosis may 


Figure 1. The extruded portion of the intervertebral disk com- 
bresses the front of the spinal cord—readily explaining symptoms 
referable to the spinothalamic tract (pain, temperature). Fixation of 
the cord by the dentate ligaments may account for distortion of the 
posterior areas of the cord, giving symptoms referable to the pyra- 
midal tracts. 


be established only by myelography. Unless this latter 
procedure is used on barest suspicion, the condition 
may be misdiagnosed as one of the degenerative lesions 
of the cord. (Proc. Staff Meet., Mayo Clin., 30:154, 
1955.) 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP Department. 

This is the fifth of twelve from the 
University of Rochester School of Medicine, 
Rochester, New York 


Practical Therapeutics 


The Treatment of Acute and Chronic Pancreatitis 


BY MAURICE L. KELLEY, JR., 


Department of Medicine, University of Rochester School of Medicine and Dentistry 


Rochester, New York 


Acute Pancreatitis 


THE PossiBILITy of acute pancreatitis should be con- 
sidered when dealing with any patient complaining of 
abdominal pain. The clinical manifestations are varia- 
ble and often confusing. A high index of suspicion and 
a measurement of the serum amylase are the most im- 
portant factors in diagnosis. Unless the physician is 
on the alert for the disease, cases are easily missed. 

Despite prolonged and continuing investigation, the 
etiology of pancreatitis remains obscure. The follow- 
ing mechanisms may be responsible: 

1. Obstruction of the pancreatic ductal system. 

2. Interference with pancreatic blood supply. 

3. Bacterial infection from material refluxed into 
the pancreatic ducts, or from the blood or lymphatic 
systems. 

Acute pancreatitis occurs most frequently in persons 
who have a large alcoholic intake. Occasionally it is 
seen in patients with duodenal ulcer or disease of the 
biliary system. Trauma to the pancreas from an ab- 
dominal blow or during an operation may precipitate 
an attack. It is known that acute pancreatitis some- 
times develops as a complication of mumps. 

It is customary to divide acute pancreatitis into two 
types: acute hemorrhagic pancreatitis which is fatal in 
about 50 per cent to 60 per cent of the cases, and acute 
pancreatic edema, a less severe form with a good prog- 
nosis, which does not progress to hemorrhage and 
necrosis. Actually the two varieties represent different 
degrees of severity of the same disease process. 
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Pain is the most constant clinical feature of acute 
pancreatitis. It is severe and sudden in onset, typically 
coming on shortly after an alcoholic drinking bout or 
a rich heavy meal. The pain is usually located in the 
upper part of the abdomen over the anatomical posi- 
tion of the pancreas. In a case with extensive inflam- 
mation, the pain rapidly becomes generalized over the 
entire abdomen and often radiates to the back, flank or 
chest. The location of the pain has been said to de- 
pend upon which portion of the gland is diseased. 

Head of the pancreas Epigastrium, to the 

: right of the midline 

Body of the pancreas Midepigastrinm 

Tail of the pancreas Left epigastrinm 

Any part of the pancreas Midback 

Nausea and vomiting develop soon after the pain in 
the majority of cases, but these symptoms are usually 
not severe or prolonged. In acute hemorrhagic pan- 
creatitis, shock and restlessness are often present, ac- 
companied by a fast pulse and a low temperature. 

Physical examination is frequently of little help be- 
cause of the deep-seated position of the pancreas. Epi- 
gastric tenderness and muscle spasm are the usual 
abdominal findings. There may be distention and 
absence of peristaltic sounds. Mild jaundice is present 
in 10 to 25 per cent of patients, when the inflamma- 
tory reaction involves the common duct or there is as- 
sociated biliary tract disease. If there is extensive retro- 
peritoneal dissection of necrotic hemorrhagic material, 
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Figure 1. In acute hemorrhagic pancreatitis, retroperitoneal dis- 
section of necrotic hemorrhagic material may produce a bluish dis- 
coloration of the skin (at areas shown in white). When this appears 
in the paraumbilical area it is known as Cullen’s sign. If it appears 
over the flanks it is termed Grey Turner’s sign after the British 
surgeon who first described the finding. 


5 10 20 
DAYS AFTER ONSET OF ACUTE PANCREATITIS 


Figure 2. This graph shows serial amylase values in a 30-year-old 
male alcoholic who was admitted to the hospital with severe upper 
abdominal pain of nine hours’ duration, and nausea and vomiting. 
There was marked abdominal spasm and tenderness, most pro- 
nounced in the epigastrium. The WBC count was 23,100 and the 
initial serum amylase, 1,712 Somogyi units. Conservative therapy 
consisted of nasogastric suction, meperidine, intramuscular methan- 
theline bromide, penicillin, streptomycin and parenteral fluids. In 
this patient, clinical improvement paralleled the progressive decrease 
in serum amylase levels. 
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a bluish discoloration of the flanks (Grey Turner’s sign) 
or anterior abdominal wall (Cullen’s sign) may be pro- 
duced (Figure 1). These findings are said to be diag- 
nostic of acute hemorrhagic pancreatitis, but are un- 
common and occur late in the course of the disease. 

The flat film of the abdomen frequently shows a seg - 
mental paralytic ileus. A dilated loop of jejunum in the 
left upper quadrant—the so-called sentinel loop—has 
received considerable attention as a diagnostic sign. 
Additional radiographic evidences of acute pancreatic 
inflammation are the presence of haziness in the flat 
film, elevation of the left diaphragm and obliteration of 
the psoas outline. 

The clinical picture may suggest acute cholecystitis, 
biliary colic, acute myocardial infarction, mesenteric 
thrombosis, a perforated viscus or intestinal obstruc- 
tion. 

The absence of free air in an upright or lateral decubi- 
tus abdominal film will help in ruling out a perforated 
ulcer. The degree of abdominal rigidity produced by a 
perforated viscus is usually greater than that found in 
acute pancreatitis. An electrocardiogram will not show 
the definite changes of a myocardial infarction, al- 
though reflex changes, secondary to the pancreatitis and 
serum electrolyte alterations, may be confusing. 

Determination of the serum amylase is the most im- 
portant procedure in making the diagnosis of acute 
pancreatitis. Shortly after the onset of the disease, 
serum amylase levels are elevated. Values above 200 
Somogyi units are considered abnormally high. The 
concentration rises rapidly in the first 48 hours of the 
disease and then falls (Figure 2). It is therefore im- 
portant to obtain early and frequent determinations. 
Elevations up to several thousand Somogyi units can 
occur. However, there is often no correlation between 
the severity of the pancreatitis and the degree of serum 
amylase elevation. Severe cases with extensive necrosis 
may show only slight increases because of rapid and 
extensive acinar destruction. 

Conditions other than acute pancreatitis can give 
rise to increased serum amylase levels. However the 
values rarely are above 400 Somogyi units. An injection 
of morphine frequently causes amylase elevation, be- 
cause of its spasm-producing effect on the sphincter 
of Oddi. 

Any patient with upper abdominal pain and an in- 
creased serum amylase level should be considered to 
have pancreatitis until proven otherwise. 

An elevation of serum lipase also occurs with pan- 
creatitis. The rise is less rapid than that of the amylase 
and is more prolonged. A lipase determination is most 
useful in those patients who are not seen at an early 
stage of the disease and whose amylase values may have 
returned to normal. However, it is a slower and less 
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dependable test and is not available in many labora- 
tories. A value of over 1.5 cc. is considered abnormally 
high. 

In addition to the measurement of serum enzymes, 
several other laboratory determinations are often help- 
ful. There is characteristically a marked leukocytosis 
with a predominance of polymorphonuclear leukocytes. 
A depression of serum calcium levels is found in a con- 
siderable number of cases. This is due to the combina- 
tion of calcium with fatty acids liberated in areas of fat 
necrosis, thus depleting the serum calcium. Serum 
calcium values below 7 mg. per 100 cc. are fre- 
quently associated with a fatal outcome (Figure 3). 
Hyperglycemia, sometimes accompanied by glycosuria, 
as a consequence of islet cell damage is occasionally 
found. This is usually transient, although with exten- 
sive destruction of the gland, diabetes mellitus may re- 
sult. A decrease in serum potassium is not uncommon. 

A diagnostic abdominal paracentesis is sometimes 
useful in a severely ill patient in whom diagnosis is a 
problem. Aspiration of prune-juice colored fluid with a 
high amylase and trypsin activity is diagnostic of acute 
hemorrhagic pancreatitis. 


TREATMENT 


Although the therapy of acute pancreatitis is still 
somewhat controversial, there is a growing belief that 
conservative treatment is advisable in cases in which the 
diagnosis is definitely established. Little can be accom- 
plished by operation in the acute stage, and the mor- 
tality associated with surgery is such that exploration 
is withheld whenever possible. The most frequently 
expressed opinion is that surgical exploration should be 
reserved for the complications of the disease, unless 
early operation is necessary for diagnostic reasons. 

In the early phase of acute pancreatitis it is often 
difficult to ascertain which patients will have a mild 
course and which will go on to a severe form of the 
disease. Energetic therapy should therefore be started 
as soon as possible. Frequent recordings of the vital 
signs, and repeated examinations of the patient are 
necessary to follow the course of the disease and to en- 
sure prompt treatment of shock and other complica- 
tions. 

The conservative management of acute pancreatitis 
has the following objectives: 

1. Inhibition of gastric and pancreatic secretions and 

the relief of pain. 

2. Treatment of shock and the re-establishment of 

fluid and electrolyte equilibrium. 

3. Prevention of suppurative complications. 

4. Treatment of complications. 

Inhibition of Gastric and Pancreatic Secretions and Re- 
lef of Pain. When acid chyme enters the duodenum, 
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Figure 3. Hypocalcemia in a 25-year-old woman with acute hemor- 
rhagic pancreatitis. Frequent injections of intravenous calcium 
gluconate were necessary to raise the serum calcium levels to normal. 
The patient died on the twentieth day of the illness and post-mortem 
examination showed extensive pancreatic necrosis. 


secretin is formed in the mucosa of the duodenum and 
small intestine. This hormone stimulates the pancreas 
to pour out a large volume of secretion with its potent 
digestive enzymes. To minimize this stimulation, the 
patient with acute pancreatitis should be given nothing 
by mouth for at least three or four days, or longer if 
signs of continuing pancreatic inflammation persist. A 
Levine tube should be passed into the stomach and the 
gastric secretions removed by constant suction for a 
similar period. Intubation will also decrease abdominal 
distention. 

In addition to the hormonal mechanism, pancreatic 
secretion is stimulated by autonomic nerves. The ad- 
ministration of anticholinergic drugs is important to 
block this excitation. 

Atropine sulfate, 0.6 mg. (1/100th of a grain), sub- 
cutaneously every six hours has been used for many 
years. However methantheline bromide (Banthine), a 
synthetic preparation, is probably a more effective 
anticholinergic agent. This drug also depresses gastric 
secretion and motility, further reducing the amount of 
hydrochloric acid entering the duodenum. In addition 
methantheline’s action on the sympathetic ganglia 
gives relief of pain by blocking sympathetic afferent 
fibers. It is given in a slow intravenous drip in doses of 
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50 or 100 mg. every four hours, or intramuscularly, 50 
or 100 mg. every six hours. Propantheline bromide 
(Pro-Banthine), 30 to 60 mg. intramuscularly every six 
hours, has also been used. 

Tetraethylammonium chloride is sometimes effective 
in relieving the pain of acute pancreatitis, possibly by 
reducing the secretory activity of the gland through its 
ganglionic blocking action. Its marked hypotensive 
effect however limits its usefulness. The initial dose is 
1 cc. of tetraethylammonium chloride (Etamon 0.) 
Gm./cc.) given intravenously. If there is no untoward 
effect the amount may be slowly increased up to 5 cc. 
If given intramuscularly, 5 cc. or a slightly larger dose 
can be given every four or six hours. The patient 
should be kept in a recumbent position for at least one 
to two hours after the drug is given. 

Sedation is important to decrease central excitation 
of the vagus nerves, and to relieve restlessness. Sodium 
phenobarbital, 0.13 Gm. (2 grains) every four to six 
hours as needed subcutaneously, is recommended for 
this purpose. 

Nitroglycerin, 0.6 mg. (1/100 gr.) sublingually, 
may be tried to relax the smooth muscle of the duode- 
num and ductal systems. Its evanescent effect and the 
production of hypotension limit its usefulness. 

These antisecretory measures may be effective in re- 
lieving pain in some cases. However, analgesics are 
usually necessary. Unfortunately, opiates and the po- 
tent synthetic analgesics often cause spasm of the 
ductal system and the sphincter of Oddi. As a result 
the pancreatitis may actually be aggravated, while pain 
is temporarily relieved by the action of the drug on the 
central nervous system. Meperidine hydrochloride 
(Demerol) apparently has the least spasmogenic effect 
and is therefore the drug of choice. The usual dose is 
100 mg. subcutaneously every four hours as needed. An 
initial intravenous dose for rapid pain relief is often 
given. 

In some patients, intractable and excruciating pain 
will persist in spite of rigorous therapy. The use of in- 
travenous procaine hydrochloride has been advocated 
in such cases. Various techniques have been suggested. 
Adding 1 gram of procaine hydrochloride to 1,000 cc. 
of isotonic saline solution or 5 per cent dextrose in 
distilled water, and giving this at a rate of 20 to 40 
drops per minute intravenously, is probably satisfac- 
tory. Unfavorable reactions to procaine may occur and 
evaluation of this therapy is not complete. For patients 
with intractable pain, it is probably best to resort to 
one of the following nerve-blocking procedures. 

Blockade of sympathetic nerve trunks and ganglia 
interrupts transmission of pain from visceral afferent 
fibers originating in and around the pancreas. In addi- 
tion it is thought that vasospasm, spasm of the sphincter 
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of Oddi causing retention of secretions in the pan- 
creatic ducts, and sympathetic stimulation of pancreatic 
secretions are also inhibited. Use of nerve blocks is de- 
pendent on availability of persons experienced in the 
techniques, usually anesthesiologists and surgeons. 

1. Low thoracic paravertebral sympathetic block. Five 
cubic centimeters of 2 per cent procaine hydrochloride 
with 1:200,000 epinephrine is injected in the lateral 
paravertebral region of the 6th to the 10th or 12th 
thoracic vertebrae. This is done on the side of the 
most severe pain. However bilateral blocks are often 
necessary because of the bilateral innervation of the 
pancreas. Repeated blocks are required if pain relief is 
only temporary. A marked fall in blood pressure may 
occur as a result of the extensive sympathetic inter- 
ruption. 

2. Splanchnic block. An 8-inch needle is inserted in 
the lumbar region, 8 cm. to the left of the spinous 
process of the Ist lumbar vertebra. It is advanced 
medially at a 45 degree angle, until the vertebral body 
is encountered. The tip is then cautiously moved 
forward 0.5 to 1 cm. and 10 cc. of 2 per cent procaine 
is injected in the region of the celiac ganglion. A left- 
sided block is done initially, but a right-sided approach 
may also be necessary if complete pain relief is not 
obtained. Splanchnic block is less time consuming 
than paravertebral block, less procaine is needed, and 
the hypotensive effect is minimal. The proximity of the 
celiac ganglion to the aorta and inferior vena cava. 
necessitates great care on the part of the operator, and 
the procedure is difficult in other than expert hands. 

3. Continuous epidural (peridural) block. A special 
(Tuohy) #16 needle is inserted between the 3rd and 
4th or 4th and 5th lumbar vertebrae as for a spinal 
puncture. However the subarachnoid space is not en- 
tered, and a small polyethylene catheter is threaded 
through the needle into the epidural space which: is 
filled with fat and loose areolar tissue. The catheter is 
then advanced to the level of the 12th thoracic vertebra. 
The needle is removed and 10 to 15 cc. of 0.5 per cent or 
1 per cent Xylocaine with 1 :200,000 epinephrine is then 
injected through the catheter into the epidural space. 
The catheter is taped to the back and is usually left in 
place up to 72 hours. Repeated injections every four or 
six hours are given to maintain a continuous block. With 
the epidural technique, somatic afferent nerve fibers as 
well as sympathetic channels are blocked. This pro- 
vides additional relief of pain, and frequently bilateral 
analgesia. For this reason epidural block is becoming 
increasingly popular. 

These various procedures, while often successful in 
alleviating pain, do not seem to alter the course of the 
disease. They should be used in conjunction with and 
not as a substitute for other therapy. 
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Treatment of Shock and the Re-establishment of Fluid 
and Electrolyte Equilibrium. If a state of shock exists, 
it is likely that the diagnosis is acute hemorrhagic 
pancreatitis rather than acute pancreatic edema. Plas- 
ma or whole blood transfusions should be given 
promptly to combat the circulatory impairment. It 
is usually necessary to give 500 to 1,000 cc. rapidly. 

Dramatic improvement sometimes occurs following 
administration of plasma. For this reason it has been 
suggested that plasma contains an inhibiting sub- 
stance capable of neutralizing trypsin liberated by 
the diseased pancreas, thus reducing the process of 
autodigestion. This factor, if it exists, has not as yet 
been isolated. 

Serum hepatitis may develop as a consequence of 
blood or plasma transfusion. The hazard is particu- 
larly great following administration of pooled plasma. 
For this reason, the use of plasma expanders such as 
Dextran for the emergency treatment of shock is 
favored in some hospitals. 

Administration of concentrated human serum al- 
bumin in amounts of 300 to 500 cc. a day by vein is 
also said to be beneficial. This is probably due to its 
support of plasma volume rather than to an anti- 
tryptic factor, but this is still a matter of speculation. 

Oxygen therapy is indicated if circulatory impair- 
ment is severe. 

All fluids must be given by the parenteral route, 
preferably intravenously, usually in amounts of 2,000 
to 3,000 cc. each 24 hours. However, if there is addi- 
tional fluid loss due to fever, sweating or removal of 
large amounts of gastric and intestinal secretions, the 
requirements will be increased. The usual choice is 
5 per cent glucose solution, 2,000 cc. in 0.9 per cent 
sodium chloride, and the remainder in distilled water. 

Administration of excessive amounts of glucose is 
contraindicated because of the possibility of stimu- 
lating pancreatic secretions. Also diabetes induced 
by the disease may be aggravated. If hyperglycemia 
and glycosuria develop, 10 units of crystalline insulin 
can be given subcutaneously for each 50 grams of 
glucose administered. Larger amounts of insulin are 
sometimes necessary. 

Determinations of serum carbon dioxide, chloride, 
sodium, potassium, calcium and urea nitrogen should 
be done every one or two days so that specific elec- 
trolyte imbalances may be corrected. Additional guides 
are the degree of hydration of mucous membranes 
and skin, and the presence of edema. The measure- 
ment of urine volume is also important. 

Depletion of chloride and sedium should be reme- 
died by giving additional saline solution. If the serum 
calcium falls below 7 or 8 mg., as it may in severe 
cases, 10 to 20 cc. of 10 per cent calcium gluconate 
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is given daily by vein until hypocalcemia subsides. 
A fall in serum potassium is also common, due to 
vomiting, diminished intake, gastric suction and 
other causes, and may be accompanied by a hypo- 
chloremic alkalosis. Values below 3 mEq. per liter 
indicate the need for replacement. Potassium should 
be administered with caution if urinary output is low 
or renal damage is suspected. One or two ampuls 
containing 20 mEq. of potassium chloride are put into 
a liter of fluid and given slowly intravenously. The 
amount of potassium given each day depends upon 
the degree of depletion, and administration should be 
continued until potassium levels are up to 3.5 or 4 
mEq. per liter. 

If anuria due to prolonged shock and renal im- 
pairment develops, the amount of fluid given should 
be limited to 1,000 cc. a day, usually in the form of 
10 per cent glucose in distilled water. 

Addition of soluble vitamins to one of the bottles 
of fluid is advisable, and injections of vitamin K are 
indicated if hypoprothrombinemia occurs. If the 
period of parenteral alimentation is prolonged, pro- 
tein hydrolysates as well as glucose are needed. 

Prevention of Suppurative Complications. Bacterial 
infection ordinarily does not play a large part in the 
early stages of acute pancreatitis. However, necrotic 
material produced by the inflammatory reaction and 
enzymatic digestion of tissues, provides a good medi- 
um for the growth of secondary bacterial invaders. 
Prophylatic antibiotics should therefore be given. 
Aqueous penicillin (1,200,000 units) and streptomycin 
(1 or 2 grams) in divided doses administered paren- 
terally every day probably provide adequate protec- 
tion. Streptomycin should not be continued in doses 
of 2 grams a day for more than a week. 

In cases which exhibit signs of peritoneal spread 
or severe bacterial infection, chlortetracycline or 
oxytetracycline may be indicated. These latter com- 
pounds are concentrated in the bile and are effective 
against the organisms often associated with peritonitis. 
Oral administration is advised by some, and the drugs 
may be given as a liquid suspension in doses of 0.5 
grams every six hours through the Levine tube. Suction 
is temporarily discontinued for about two hours. If 
this plan is not practical, either drug can be given 
intravenously (0.25 or 0.5 Gm. every six hours). 
The other wide-spectrum antibiotics, chloramphenico! 
and tetracycline, may also be given in similar amounts. 
Chloramphenicol is particularly well suited for intra- 
muscular injection if that route of administration is 
preferred. 

The role of ACTH and cortisone in the therapy of 
acute pancreatitis has not as yet been thoroughly 
evaluated. Their use has various theoretical advan- 


109 


i 
4 
t | 
1 
d 
| 
| 
¥ 
n 
hh 
il 
g 
n 
d 
5 |_| 


tages and disadvantages. While the anti-inflammatory 
effect is desirable, considerable evidence exists that, 
in the presence of bacterial infection, administration 
of these hormones is hazardous. The corticosteroids 
probably do not halt the progress of acute pancreati- 
tis, although beneficial effects following their admin- 
istration have been reported. They are not recom- 
mended for the treatment of pancreatitis at this time. 

If adrenal insufficiency develops as a result of 
severe and prolonged stress, cortisone or hydrocorti- 
sone should be given parenterally during the period 
of cortical failure. 

Treatment of Complications. If severe paralytic ileus 
develops, a Harris or Miller-Abbott tube should be 
passed into the small bowel and constant suction 
instituted. Surgical measures may become absolutely 
necessary if the clinical situation fails to improve or 
becomes worse. Spreading peritonitis, persistent ob- 
structive jaundice, hematoma formation, cystic forma- 
tion of suppurative material and abscess formation 
make surgical intervention mandatory. Many surgeons 
favor the least extensive procedure possible. Drainage 
of the lesser omental bursa and any abscesses or hema- 
tomas is carried out. A cholecystectomy is done if the 
gallbladder is diseased and the procedure is tech- 
nically feasible. External drainage of the biliary tree is 
frequently established to relieve pancreatic duct 
pressure. 

In some patients a preoperative diagnosis cannot be 
definitely made, and an exploratory laparotomy must 
be done because of the possibility of some other grave 
abdominal emergency such as a perforated peptic 
ulcer. In such a case, it is advisable to do as little as 
possible. If there is disease of the biliary system, a 
cholecystostomy or cholecystectomy with T-tube 
drainage is indicated. Even in the absence of definite 
gallbladder disease, biliary drainage is thought to be 
beneficial by many surgeons. 

While some patients with acute hemorrhagic pan- 
creatitis require surgery, others show improvement 
on conservative therapy. In the case of acute pan- 
creatic edema, emergency surgery is rarely necessary. 
If improvement in the clinical picture occurs, con- 
servative treatment should be continued until the 
inflammatory reaction has subsided. The time for 
making therapeutic measures less stringent must be 
decided as an individual matter for each patient. No 
definite indications for discontinuing nasogastric suc- 
tion, Banthine, antibiotics and so on exist. Various 
guides to the physician are decreases in abdominal 
pain, spasm, tenderness and distention, and return 
of the temperature, pulse, blood pressure and white 
blood cell count to normal. The general appearance 
of the patient is also important. A decrease in serum 
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amylase coupled with clinical improvement is helpful. 

When the evidence of pancreatic and peritonea! 
inflammation has subsided, gastric suction may be 
discontinued and small amounts of clear fluid given 
by mouth. Water is tried first (30 cc. hourly). If this 
is tolerated, tea, clear soups and fruit juices are given 
in small amounts. Skim milk, Jello, junket, soft cereal, 
strained vegetables and chopped meat are then pro- 
gressively added. Eventually a full, low fat, high pro- 
tein, high carbohydrate, low residue diet is provided. 

After clinical recovery is complete, an oral cholecys- 
togram should be done to determine the presence of 
any biliary tract disease that should be remedied to 
prevent future attacks. 

The patient is told that future episodes of pancreati- 
tis may occur, and that overeating and the use of 
alcoholic beverages, both of which appear to be pre- 
cipitating factors, should be avoided. 


Chronic Pancreatitis 


DIAGNOSIS 


Chronic relapsing pancreatitis is probably due to 
the same predisposing factors as acute pancreatitis. 
It is usually characterized by recurrent episodes of 
abdominal pain. There is nothing typical about the 
pain which is of all degrees and types. It can range 
from vague generalized abdominal discomfort to severe 
bouts of pain sufficient to cause narcotic addiction. A 
number of patients give a history of acute pancreatitis, 
but in many the onset is insidious. The pain often 
comes on after excessive use of alcohol and is not 
relieved by food. Onset of pain after meals is common, 
and if the patient abstains from food, the pain may 
not occur. The location of the pain is usually upper 
abdominal. Physical findings are often minimal and 
do not correspond to the degree of pain of which the 
patient complains. Repeated episodes of inflammation 
may damage the pancreas, to the extent of almost com- 
plete atrophy, fibrosis and calcification of the gland. 
Production of enzymes is thereby reduced, and the 
resultant loss of fat, proteins, vitamins and minerals 
in the stools leads to severe malnutrition. 

Chronic pancreatitis should be suspected when 
other causes of recurrent abdominal pain have been 
excluded, and especially in patients who are suspected 
of being psychoneurotic following the onset of episodes 
of abdominal pain. 

Serum amylase and lipase levels are elevated during 
the attacks of abdominal pain. The increases may be 
slight and transient. In long-standing cases, the in- 
flammatory process has often so damaged the pancreas 
that enzyme production is insufficient to cause serum 
elevations. 
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Calcification of the pancreas is seen in about half 
of the cases, and may appear at any stage of the disease 
(Figures 4 and 5). A flat film of the abdomen is 
usually sufficient to demonstrate calcification when it 
is present, although oblique views are sometimes 
needed. The calcium deposits may be either limited 
to a part of the gland or may be widespread. In the 
absence of calcification, barium studies of the upper 
gastrointestinal tract are done to demonstrate distor- 
tion of the duodenum from pancreatic deformity. 
Rarely does this procedure produce diagnostic in- 
formation. 

Impairment of carbohydrate metabolism secondary 
to islet cell damage is frequently found. This ranges 
from glycosuria and hyperglycemia during attacks to 
diabetes mellitus. A “thigh” oral glucose tolerance 
test curve is often valuable in making the diagnosis 
(Figure 6). If clinical diabetes exists it is usually not 
difficult to control, but occasionally is of the “labile” 
type. 

Steatorrhea, sometimes accompanied by diarrhea, 
occurs due to deficient production of lipase by the 
pancreas. The stools are bulky, pale, foul and either 
frothy or greasy. Up to 70 to 80 per cent of ingested 
fat may be lost along with the fat-soluble vitamins. 
The increased fat content of the stools may be de- 
termined quantitatively, or demonstrated by micro- 
scopic examination of stool suspensions stained with 
Sudan III. Undigested muscle fibers are often seen 
in the stool because of low trypsin secretion by the 
pancreas. 

Duodenal intubation and determination of the 
amylase, lipase, trypsin and bicarbonate content of 
the pancreatic juice following stimulation with se- 
cretin, is a frequently used method of determining 
pancreatic insufficiency. However, it is a time-con- 
suming procedure and facilities for the enzyme assays 
are often not available. 

In making the diagnosis of chronic pancreatitis, 
reliance is usually placed on the history of recurrent 
abdominal pain, elevation of serum amylase and blood 
sugar during attacks, demonstration of steatorrhea, 
and the presence of pancreatic calcification by x-ray. 


‘THERAPY 


The treatment of chronic pancreatitis is difficult 
and often disappointing. Maintenance of adequate 
nutrition, prevention of recurrent attacks, and the 
relief of pain are the goals of therapy. 

A 2,000 to 3,000 calorie, high protein, high carbo- 
hydrate, low fat diet is recommended. Few patients 
can tolerate more than 50 to 60 grams of fat unless 
pancreatic extracts are administered. Small feedings 
iaken six times a day are better tolerated than three 


GP November 1955 


Figure 4. Calcification of the head of the pancreas demonstrated in a 
Alat film of the abdomen. The patient, a 19-year-old white male, had 
experienced repeated episodes of upper abdomtinal pain since the 
age of 2. 


Figure 5. A marked increase in the degree of pancreatic calcification 
found five years later at the time of an intravenous pyelogram. 
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Figure 6. Elevated oral glucose tolerance curve in the same patient, 
which was helpful in confirming the diagnosis of chronic relapsing 
pancreatitis. 


large meals. High caloric drinks fortified with skim 
milk powder may be of help in maintaining nutrition. 
Supplemental vitamins should also be given. 

If diabetes develops, a lower carbohydrate diet and 
insulin (if needed) are prescribed. Insulin requirements 
are often increased during an exacerbation of the pan- 
creatitis. 

Alcohol should be strictly avoided because of its 
relationship to acute flareups. This is of utmost impor- 
tance, but is difficult to attain as the patients often 
turn to alcohol to relieve the chronic incapacitating 
pain. 

Substitution therapy, to replace deficient pancreatic 
enzymes is usually necessary. Pancreatin (obtained 
from hog pancreas) in enteric-coated capsules or 
granules is given after meals. Doses of 10 to 25 grams 
a day are necessary to achieve an effect. However, 
there are several preparations such as Viokase, which 
by virtue of being desiccated and defatted, have three 
or four times the potency of pancreatin. Use of these 
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materials decreases the amount of medication to be 
taken. 

Administration of wetting agents to emulsify an< 
promote the absorption of fats has proved disappoint- 
ing. The polyoxyethelene oleic acid esters of sorbito) 
anhydride have been used. Polysorlate-80 (Sorlat 
or Tween-80), in doses of 2 grams three times a day 
after eating, is the preparation most frequently used. 
If there is anemia, efforts should be made to determin 
which of the specific nutrients for blood formation ar 
lacking. Iron, folic acid or vitamin Biz can be pre- 
scribed accordingly. 

For pain it is advisable to give atropine sulfate. 
0.6 mg. (1/100 gr.), and phenobarbital, 16 or 32 mg. 
(% or % gr.), three times a day, and during attacks. 
sublingual nitroglycerin. Methantheline bromide, 50 o: 
100 mg. by mouth after meals, sometimes is of benefit. 
Narcotics must be withheld whenever possible because 
of the likelihood of drug addiction. However, the pain is 
frequently so severe that they are necessary. Codeine 
should be tried before resorting to the more potent 
opiates. 

Despite these measures, certain patients continuc 
to be incapacitated by pain and malnutrition. Surgery 
is often advisable in these chronically ill, debilitated 
persons. Many types of operations have been advo- 
cated, with varying degrees of success. As with medical 
therapy, results are often unsatisfactory. 

If there is gallbladder disease, a cholecystectomy 
and common duct exploration are done. Choledocho- 
duodenostomy or choledochojejunostomy to divert 
the biliary flow have been recommended. Other pro- 
cedures which allegedly have been beneficial are oper- 
ations on the sphincter of Oddi, thoracolumbar sym- 
pathectomy, vagotomy, splanchnicectomy, subtotal 
gastrectomy and gastrojejunostomy, pancreaticolith- 
otomy and partial or total extirpation of the pancreas. 
The selection of patients for operation and the de- 
cision as to which type of operation should be done 
is a matter for expert surgical consultation and much 
deliberation. 

Although many advances have been made in the 
therapy of both acute and chronic pancreatitis, much 
remains to be learned about the medical and surgical 
management of these disorders. 
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Hemosiderosis 
in Rheumatic Heart Disease 


BY SOL KATZ, M.D. 


THE CHEST X-RAY of patients with mitral stenosis may 
show a diffuse nodulation due to vascular engorgement 
that results in an increase in the number and size of 
the pulmonary blood vessels. This change is transient 
and disappears when compensation occurs. There is 
another kind of disseminated miliary nodularity seen 
in mitral stenosis. This latter type is irreversible and is 
called pulmonary or endogenous hemosiderosis. 

This term refers to the deposition of the iron-con- 
taining pigment, hemosiderin, within the alveoli, al- 
though in advanced cases some is found in the inter- 
stitial tissues. This pigment is a product of the decom- 
position of extravasated red blood cells. The hemosiderin 
is ingested by macrophages which agglomerate and 
stuff the alveoli, forming focal yellow-brown masses. 
Fibrosis of the involved alveolar septa occurs. Sharply 
outlined nodules are thus formed which cause the x- 
ray changes. The adjacent alveoli are usually normal 
except for the changes of chronic passive congestion. 

The chest film shows diffuse discrete nodules 1 to 
3 mm. in diameter, although at times the nodules are 
as large as 5 mm. They are most marked in the mid- 
lung fields but extend into the periphery of the lungs. 
In advanced cases, even the apices are involved. These 
nodules do not disappear or decrease in size. In the 
presence of pulmonary congestion, the hemosiderosis 
pattern is obscured by the engorged pulmonary blood 
vessels. However, these vascular changes are transient, 
most concentrated near the hilar regions and decrease 
peripherally. On the other hand, the nodules of hemo- 
siderin are distinctly outlined in the outer lung areas. 

The findings in pulmonary hemosiderosis are usual- 
ly associated with the cardiac silhouette of mitral 
stenosis. 

The presence of hemosiderosis does not affect the 
course of rheumatic heart disease for it does not cause 
symptoms or influence pulmonary function. 


Figure la and Vb (close-up). Pulmonary hemosiderosis in patient 
having mitral stenosis. Note fine nodulation extending to the pe- 
riphery in all portions of both lungs. The heart has a “mitral 
configuration.” 
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Pseudocavities on Roentgenography 


Mayock and his associates correlated the pathologic 
findings on resected pulmonary specimens of 11 pa- 
tients with tuberculosis and one patient with cocci- 
dioidomycosis with roentgenograms of the inflated 
surgical specimens and with the preoperative roent- 
genograms. In ten of the 11 patients with tuberculosis, 
areas of radiolucency were produced by lesions which 
were filled with solid or liquid caseous material. These 
areas simulated cavitation on standard roentgeno- 
grams. In one case of tuberculosis, air and softened 
caseous material were present. The actual air content 
was small in amount and accounted for very little of 
the total area of radiolucency. The same was true in 
the one patient with coccidioidomycosis. 

The authors suggest that the development of these 
areas of radiolucency may result from physicochemical 
change in caseous or necrotic tissue. This change may 
be a lipoid type of degeneration. (Am. Rev. Tuberc., 
71 :529, 1955.) 


Neoplasms Following Thymic Irradiation 


Simpson and his coworkers analyzed the subsequent 
history of 1,400 of 1,722 children who received x-ray 
therapy to the thymus gland between 1925 and 1951. 
Their data show that the incidence of malignant neo- 
plasia is high, acute leukemia and thyroid carcinoma 
being the most common forms of the disease. In addi- 
tion, 91 treated children were found to have thyroid 
adenoma. This is a significantly higher incidence than 
was found among the untreated siblings of the irradi- 
ated children or in the general population. 

A serious limitation to the interpretation of these 
data is the absence of a proper control group of un- 
treated infants with enlarged thymus glands. Certain 
conclusions can be reached, however. The untreated 
siblings provide a control group in which the cancer 
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incidence has been obtained in the same manner as was 
that of the treated group and in which the genetic and 
environmental background is similar. A relationship 
has been shown between both the total malignant tu- 
mors and the thyroid neoplasia incidence and the type 
of treatment given. However, no such relationship 
could be demonstrated in the case of leukemia that was 
apparently not associated with any one form of treat- 
ment or with high radiation doses. 

It is possible that the children covered by this study 
were especially prone to develop leukemia. Currently 
efforts are being made to obtain an adequate control 
series to investigate this possibility. If it is not support- 
ed, then radiation exposure, even at the low doses used, 
must fall under suspicion, since the leukemogenic ac- 
tion of radiation has been firmly established in man 
and animals. (Radiology, 64: 840, 1955.) 


Anemia in Breast Cancer 


West, Ley anp Pearson have been impressed with the 
rather high incidence of myelophthisic anemia in pa- 
tients with metastatic cancer of the breast. My- 
elophthisic anemia is generally ascribed to displace- 
ment of normal marrow by space-occupying lesions 
and is characterized by the appearance of immature 
leukocytes and erythrocytes in the peripheral blood. 
Fourteen of their 18 patients had normocytic anemia. 
while two had macrocytic anemia. 

It is not essential for all patients with myelophthisic 
anemia to have anemia in the sense that the hemo- 
globin and hematocrit values are below normal. The 
appearance of immature red and white cells in the 
peripheral blood and the demonstration of marrow in- 
vasion are considered sufficient criteria to establish the 
diagnosis. Because of this, the term, leukoerythro- 
blastosis, has been suggested as a more suitable desig- 
nation for this syndrome. 

Thrombocytopenia was present in 16 cases, and 
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reticulocytosis was found in 13. Although leukopenia 
has been described in myelophthisic anemia, only two 
of the patients in this study had white cell counts con- 
sistently less than 5,000 per cu. mm. 

Marrow aspirations were performed in 14 of the 
cases. Suitable marrow for differential cell counting 
was obtained in only five cases in spite of repeated 
attempts in each unsuccessful case. In the five cases in 
which differential counts were possible, either a nor- 
mal differential was obtained or there was a slight in- 
crease in erythroid elements. In eight of the fourteen 
cases marrow aspirations were positive for tumor cells. 

Clinical icterus was observed in six cases, in five of 
which it was due to extensive liver metastasis. In the 
sixth case the icterus appeared to be due principally to 
hemolysis. 

The spleen was palpable in six of the 18 cases, while 
the liver was enlarged in 12 of the 18. Hepatomegaly 
and splenomegaly in myelophthisic anemia had been 
attributed to myeloid metaplasia (the formation of foci 
of extramedullary hematopoiesis, presumably rep- 
resenting a compensatory mechanism for the decreased 
blood formation due to marrow invasion). However, in 
eight of the patients who came to autopsy, the liver 
was enlarged in six, and in all cases liver enlargement 
was demonstrated to be due to extensive metastasis. 
Five of the patients had enlarged spleens at autopsy, 
and in two the enlargement could readily be ascribed 
to myeloid metaplasia, while in the other three the 
enlargement seemed due primarily to metastasis. 

The development of myelophthisic anemia usually 
occurred late in the course of the disease and indicated 
a poor prognosis. In 13 of the patients who died. the 
average duration after onset of myelophthisic anemia 
was 72 days. There was temporary remission in seven 
of 17 cases following treatment with castration, 
androgen therapy, cortisone therapy or hypophysec- 
tomy. (Am. J. Med., 18:923, 1955.) 


Massive Resection of Intestine 


Arata, Witson AND MCEAcHERN report the case of a 
57-year-old man who had a mesenteric artery throm- 
bosis. All but the proximal eight inches of jejunum. 
the entire ileum, the ascending colon and half the 
transverse colon were resected. He has managed to 
survive in fair health for 23 months with only the 
stomach, duodenum, eight inches of jejunum and that 
portion of the large intestine distal to the mid-trans- 
verse colon. Following an extensive resection of this 
type, it would seem advisable to avoid a high fat diet, 
because of excessive loss of calcium in the stools when 


such a diet is employed. (Arch. Int. Med., 95:622. 
1955.) 
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Polycythemia Vera 


In a piscussion of the treatment of polycythemia, a 
panel of hematologists was practically unanimous in 
selecting P® as the best method of therapy. As a pre- 
liminary to P® treatment, some of the experts advo- 
cated use of phlebotomies for the purpose of reducing 
the hematocrit value to about 55 per cent. 

One of the panelists (Nathan Rosenthal) exhibited 
data that indicated that P® alone and P® plus phlebot- 
omies have about the same effect in terms of remissions. 
Phlebotomies alone were somewhat less successful in 
providing long remissions, but initial use of this method 
gave no treatment “failures” (see accompanying dia- 
gram). 
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Dameshek (moderator of the panel) evinced some dis- 
trust of P*, saying, “I for one still hesitate to expose 
an essentially normal person to the possibly delayed 
effects of radioactivity, even though the half-life of ra- 
dioactive phosphorus is small.” (Blood, 10:655, 1955.) 


Bilateral Hernictomy in Children 


ROTHENBERG AND Barnett have found as a result of a 
recent clinical study that, in a majority of cases, infants 
and small children who develop an inguinal hernia on 
one side actually have a hernia on the other side too. 
During one year, six children who had previously had 
a hernia operation of one side, had to undergo a similar 
operation on the other side. The authors felt, therefore, 
that surgical exploration of both inguinal regions was 
warranted for all infants and children with clinical uni- 
lateral hernia. 

During a two-year period, 50 infants and children 
with preoperative clinical findings of unilateral inguinal 
hernia were subjected to bilateral surgical exploration. 
The patients ranged in age from 1 month to 12 years. A 
peritoneal protrusion less than 2 cm. in length was not 
considered to be a hernia, and cases were not included 
in which there had been any suspicion of a bilateral 
hernia. 

All 12 patients under 1 year of age were found to 
have bilateral hernias. Bilateral hernias were present 
in 25 of the 38 remaining children who varied in age 
from 1 to 12 years. 

The performance of a bilateral procedure did not add 
to the length of hospitalization or operative morbidity. 
There were no wound infections or operative complica- 
tions. The bilateral surgical exploration seemed justi- 
fied since it resulted in the cure of 37 indirect inguinal 
hernias that otherwise would not have been detected. 
(Surgery, 37: 947, 1955.) 


Bile Drainage 


Runp1e and his coworkers demonstrated that immedi- 
ately after choledochostomy in man, the secretion of 
bile was considerably depressed. They found that re- 
covery occurred only gradually during the two or three 
weeks after operation. The recovery of bile flow was 
independent of food intake. The rate of increase was 
the same in patients maintained for prolonged periods 
on intravenous therapy. 

Although previous writers had ascribed the scanty 
flow of bile during the early postoperative days to local 
factors such as trauma to the ducts, Rundle’s group 
believed it to be due to a true functional depression of 
the liver. This in turn was ascribed to prolonged ex- 
posure to room temperature, intra-abdominal manipu- 
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lation with retraction of the liver, and the impact of 
anesthetic agents. 

An increase in the daily flow of bile was observed fol- 
lowing dilatation of the duct system at operation. Al- 
most total loss of bile through a biliary fistula sometimes 
persisted for long periods in the absence of obstruction 
of the lower end of the common duct. (Surgery, 37: 903, 
1955.) 


Prostatic Biopsy 


Hunan, in a recent editorial, has indicated that punch 
biopsy of the prostate is of little diagnostic value in a 
routine survey of clinically normal patients. It is a use- 
ful aid, however, in establishing the diagnosis of cancer 
in suspicious prostatic lesions. 

These conclusions were based upon the experiences 
of a number of pathologists and clinicians. In routine 
autopsies, prostatic cancer has been found in about 20 
per cent of men over 55 years of age. Random extensive 
open biopsies have been positive in only 10.5 per cent 
of patients, suggesting that the accuracy of this thor- 
ough method is only 50 per cent. Hinman pointed out 
that random punch biopsies, removing smaller amounts 
of tissue, without the presence of a localized lesion to 
guide the needle must be much less accurate. 

On the other hand, when a suspicious lesion is pres- 
ent, the accuracy of punch biopsy has been reported 
variably from 61 per cent to 73 per cent. The usefulness 
of this method in the diagnosis of clinically detectable 
nodules is therefore apparent. (Arch. Surg., 70: 475, 
1955.) 


Gastrointestinal Hemorrhages 


In a stuDY OF 28,400 consecutive autopsies at Cook 
County Hospital, Kane and associates found a history 
of massive gastrointestinal hemorrhage in 673 cases. In 
310 of these, hemorrhage was the cause of death. In the 
remainder, it was a contributing cause or incidental to 
it. Esophageal varices were the most frequent source of 
bleeding in fatal cases. Other causes, in order of fre- 
quency, were gastric ulcer, duedenal ulcer, arterial 
aneurysm rupturing into the gastrointestinal tract, and 
carcinoma. Gastric ulcers occurred more frequently and 
bled more often than duodenal ulcers. In 25 cases no 
source of bleeding could be demonstrated. 

The greatest incidence of fatal hemorrhage was in 
the fifth, sixth and seventh decades, although it oc- 
curred at all ages including the newborn. Fatal hemor- 
rhage was less common than nonfatal bleeding during 
the later decades of life. There was a four to one pre- 
dilection for the male sex and for the white race in 
fatal cases. 
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There was a high incidence of coronary sclerosis, 
hypertensive heart disease, aortitis, nephrosclerosis 
and other coexistent diseases in fatal cases. The au- 
thors suggested that, in patients with diseased vital 
organs, there may be a more urgent indication for sur- 
gery, since the effects of hypotension and blood loss 
may be more drastic than in patients who do not have 
coexistent diseases. 

Comparison of anatomical findings with clinical diag- 
nosis indicated the striking inaccuracy of diagnostic 
methods now employed, and suggested the need for 
improved procedures for the detection of the site of 
bleeding in living patients. (Arch. Surg., 70: 570, 1955.) 


Jejunogastric Intussusception 


JOHNSON HAS DESCRIBED the clinical picture that results 
from intussusception of the jejunum into the stomach 
following a gastroenterostomy, and has reported one 
case. He stated that although the etiology of this condi- 
tion is unknown, it has been suggested that edema in 
the anastomosis can cause active gastric peristalsis with 
rapid emptying. This peristalsis may draw the mucosa 
of the small bowel into the stoma, initiating the in- 
vagination. 

Clinically, symptoms begin abruptly with severe, 
cramping epigastric pain, nausea and vomiting. The 
vomitus usually consists of clear gastric fluid during 
the first few hours. The fluid becomes darker as bleeding 
begins from the necrotic mucosa of the prolapsed 
bowel. 

On physical examination, there is moderate, diffuse 
upper abdominal tenderness in early cases, and board- 
like rigidity in later ones. A palpable mass has been 
reported in a number of instances. If present, this may 
be considered pathognomonic of intussusception. A 
correct preoperative diagnosis has rarely been made. 

The author advised prompt surgical intervention 
whenever the diagnosis of intussusception is made. He 
stated that in cases described in the literature, reduc- 
tion by traction above, and fixation of the small intes- 
tinal loops was sometimes sufficient. Enteroenterostomy 
was necessary in others. All cases in which the bowel 
has been gangrenous have required extensive resection 
and have ended fatally. Early diagnosis and prompt 
surgical intervention were emphasized to reduce the 
mortality rate in this dangerous complication. (Am. 
Surgeon, 21: 359, 1955.) 


Postoperative Myocardial Infarction 


DURING a six-year period, Wasserman, Bellet and Sai- 
chek collected 25 cases of postoperative myocardial in- 
furction. Some of the factors that had a bearing on the 
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FACTORS IMFLUENCING POSTOPERATIVE 
DEVELOPMENT OCF MYOCARDIAL INFARCTION 


development of this‘complication are shown in the ac- 
companying diagram. 

Recognition of this condition posed some difficulties. 
Usually the onset was on the day of or within the first 
seven days of surgery. Typical chest pain was present 
in only one-third of the patients. In some of these and 
in others as well, the chief feature of the attack was sig- 
nificant hypotension. In several instances, diagnosis de- 
pended mainly upon electrocardiographic changes. In 
that connection, there was considerable advantage in 
having a preoperative electrocardiogram for com- 
parison. 

Thoughts for prevention of postoperative myocardial 
infarction included (1) early recognition and treatment 
of hypotension, arrhythmias and congestive heart fail- 
ure; (2) close attention to fluid, blood and electrolyte 
balance ; (3) strict limitation of the operative procedure 
in the presence of increased cardiac risk. (New England 
J. Med., 252 :967, 1955.) 


Surgery in Hypertension 


ZinreL and his coworkers have compared the results of 
two methods of surgical therapy in essential hyperten- 
sion. Seventy-six patients subjected to extensive thor- 
acolumbar sympathectomy were compared with 125 
similar patients treated by combined adrenalectomy 
and sympathectomy. In the former, the sympathetic 
chain was removed from T5 to L3 inclusive, and all 
three splanchnic nerves were divided. In the latter, 
subtotal or total adrenalectomy was combined with ex- 
cision of a portion of each splanchnic nerve, and exci- 
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sion of the ganglionated chain from T12 to L2 inclusive. 
The thoracolumbar sympathectomy patients have been 
followed for a somewhat longer time than the adre- 
nalectomy cases. 

The authors reported a higher incidence of excellent 
blood pressure responses and a lower incidence of poor 
responses in the adrenalectomy series. The postopera- 
tive changes in electrocardiographic tracings and heart 
size were also more satisfactory in this group. The 
operative morbidity was higher in the thoracolumbar 
sympathectomy series, but the operative mortality was 
higher in the adrenalectomy series. The latter patients, 
however, in addition to having a lower incidence of 
complications per patient, required a shorter period of 
hospitalization by several days, and a briefer period of 
anesthesia. Patients treated by thoracolumbar sym- 
pathectomy had more persistent backache postoper- 
atively. Individuals with borderline renal function 
seemed better able to withstand adrenalectomy and 
sympat!.ectomy than thoracolumbar sympathectomy. 

The authors emphasized the fact that their report 
was a preliminary one, and that a longer follow-up of 
the adrenalectomy patients was necessary to allow a 
firm comparison of the two groups. (Surgery, 37: 928, 
1955.) 


Hepatectomy 


BRUNSCHWIG recently reviewed the subject of liver 
physiology as it applies to partial hepatectomy for pri- 
mary and secondary neoplasms. He indicated that, in 
experimental animals, 70 to 80 per cent of the liver 
may be removed, with subsequent normal existence. 
In man, he stated that the entire left lobe or the entire 
right lobe may be removed, with normal existence after 
operation. 

The thymol turbidity test and the alkaline phospha- 
tase studies have been of no value in revealing the pres- 
ence of a primary neoplasm in a noncirrhotic liver. 
The alkaline phosphatase levels have often been ele- 
vated in secondary neoplasms of the liver. Similarly, 
after excision of secondary neoplasms, elevated alka- 
line phosphatase levels have sometimes been reduced. 
Varying levels of alkaline phosphatase have not been 
associated, however, with critical phenomena that de- 
termine survival. 

Vascular injection studies of the liver have indicated 
that each major lobe is essentially an independent or- 
gan as far as the portal vein and hepatic artery distri- 
bution are concerned, although the lobes have iden- 
tical functions. Regeneration of hepatic tissue seems 
dependent upon the physiologic needs of the body. 
When sufficient hepatic tissue remains, little regene- 
ration occurs. 
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The author stated that when normal hepatic tissue 
is incised, the vigorous oozing can be controlled easily. 
Larger vessels, however, must be clamped and ligated 
individually. Cirrhotic liver parenchyma oozes to a 
lesser degree than normal tissue. In operations upon 
hepatic neoplasms, division of larger veins prior to 
clamping may result in severe bleeding which is difhi- 
cult to control with hemostats. Sudden occlusion of a 
normally patent hepatic artery in the porta hepatis dis- 
tal to the superior pancreaticoduodenal branch is us- 
ually fatal. Should ligation be done inadvertently, it 
should be relieved by reanastomosis of the divided ar- 
tery or by removal of the ligatures. Prior to major ex- 
cisional surgery for hepatic neoplasms, permanent re- 
duction in the vascularity of the liver may be produced 
by ligation of the right or left hepatic artery branches 
and right or left portal vein branches in the porta 
hepatis. (Cancer, 8: 459. 1955.) 


Air Conditioning 


Epwarps AND Associates have investigated the effects 
of air conditioning on the number of air-borne patho- 
genic organisms in a standard operating room. In May 
and June, 1954, cultures were taken on open Petri 
dishes of nutrient agar exposed for 30 minutes, both in 
the morning and in the afternoon. Dishes were also 
placed on a ladder six feet tall with small holding 
shelves at four-inch intervals. The exposed dishes were 
then incubated for 72 hours before the colonies were 
counted and identified. Series of cultures were taken 
before and after the installation of two air-conditioning 
units. No attempt was made to sort the operative cases 
or to prevent visitors. 

In the post-conditioning cultures, a 53 per cent re- 
duction was found in the average colony count per 
position. For the control period the mean number of 
counts per position was 128 with a standard deviation 
of 92. For the post-conditioning period, the mean num- 
ber of counts per position was 68 with a standard 
deviation of 54. All cultures for anerobic organisms 
were negative both before and after conditioning. The 
authors were of the opinion that these favorable results 
could be improved further with specially designed fiber 
filters or newer electrical precipitation filters. (Am. 
Surgeon, 21: 189, 1955.) 


Circulation in Treated Hypertension 


HEBER CONFIRMED that renal function is depressed 
(and urine output decreased) when potent hypotensive 
agents are given in doses large enough to cause a drop 
in blood pressure of at least 20 per cent in hyper- 
tensive patients. However, if long-term therapy is con- 
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sidered, homeostatic mechanisms come into play and 
tend to counterbalance such regional changes in blood 
flow. 

During the hypotensive phase in a patient receiving 
treatment for hypertension, the hematocrit is de- 
creased as a consequence of hemodilution. The circula- 
tion time (Decholin) is unaffected unless shock super- 
venes. Then the circulation time becomes prolonged. 


(Am. J. M. Sc., 229:613, 1955.) 


Thrombophlebitis of Breast Veins 


HavING NoTeD that there has been a paucity of reports 
of superficial thrombophlebitis of the mammary re- 
gion, Farrow described 43 cases personally observed 
during an eight-year period. This would seem to imply 
that the condition is more prevalent than previous 
reports would indicate. 

In Farrow’s cases, 42 were women, one a man. The 
thrombophlebitis involved the tributaries of the lateral 
thoracic, the superior epigastric or the thoracoepi- 
gastric veins. Thus, branches of the internal mammary 
vein at the medial aspect of the breast were spared. 

The thrombophlebitis appeared after injury, cu- 
taneous ulceration or a breast operation in 19 cases. In 
the other 24 patients, the disease began spontaneously 
—usually in women with large, pendulous breasts. 

Onset of thrombophlebitis was marked by localized 


pain and tenderness. There were no systemic mani- 


Superficial thrombophlebitis of breast. a. (left) Breast with normal 
appearance. b (center). With the arm raised, a narrow cutaneous 
ridge appears over the upper, outer quadrant. c (right). Typical 
groove with skin stretched by pressing downward with the fingers. 
(Courtesy Joseph H. Farrow, M.v. and Surc., Gynec. & Opst.) 
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festations. The essential physical finding was a firm 
subcutaneous cord, 3 to 5 mm. in diameter. It was 
usually attached to the skin but not to underlying 
structures. When the patient raised her arm or when 
the breast was compressed, the line of involvement was 
clearly visible, as shown in the accompanying pictures 
from the original article. 

The thrombophlebitis was invariably benign— 
tended to subside spontaneously so that discomfort 
usually was gone within two weeks, physical signs 
within six weeks to two months. 

The chief importance of this self-limited disease 
appeared to be the possibility of mistaking it for 
lymphatic permeation from an occult breast cancer. 
(Surg., Gynec. Obst., 101 :63, 1955.) 


Stricture of the Esophagus 


BUCHANAN AND Gay have outlined a satisfactory course 
of treatment for lye strictures of the esophagus. They 
reported two cases in which one-stage operations for 
resection and esophago-gastrostomy were performed 
with good result. 

Until recently, treatment of this condition has con- 
sisted in early dilatation of the strictured area, accom- 
panied in many cases by gastrostomy for feeding pur- 
poses. Such early dilatations were carried out at con- 
siderable risk because of the danger of perforation and 
the possibility of further injuring the already edema- 
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tous, congested esophageal wall. Furthermore, the 
authors stated that if a stricture is fully developed, 
it rarely responds to efforts at dilatation. 

The newer concept of therapy described was the 
result of a study of pathologic tissue from experimental 
animals. Absolute rest of the damaged esophagus was 
recommended, combined with antibiotic therapy. En- 
doscopic examination should not be carried out until 
the end of four weeks. The authors recommended that 
if a stricture is found at that time, cautious dilatation 
should be attempted. If the lesion does not respond 
readily to dilatation, they advised resection at an early 
date. 

The operative procedure which was employed suc- 
cessfully in two 6-year-old patients, was a one-stage 
resection of the esophagus, transplantation of the 
stomach through the chest, and anastomosis of its upper 
end to the lower cervical or upper thoracic esophagus 
above the stricture. Thorough mobilization of the 
stomach was regarded as essential. Mobilization of the 
duodenum and pyloroplasty were performed to prevent 
pyloric obstruction. The authors stated that if the 
diseased esophagus cannot be removed without undue 
hazard, it can be left in place and the anastomosis 
performed around it. (Am. Surgeon, 21: 370, 1955.) 


Bronchiectasis 


IN AN ANALYSIS OF 215 cases of bronchiectasis, Lind- 
skog and Hubbell found that 62 per cent of patients 
had a symptomatic onset before the age of 21, although 
only 26 per cent were hospitalized for surgical treat- 
ment by that time. The etiologic background eluded 
detection in 114 of the 215 patients—seemed clearly 
to be pneumonitis in 66 patients. Anatomical involve- 
ment was preponderant in the left lung and in the 
lower lobes. There were three groups of about equal 
size showing respectively unilobar, multilobar (but still 
unilateral) and bilateral multilobar involvement. 

Surgical resection was performed 165 times in 138 
patients. The basic criteria of operability were (1) 
symptoms of a degree sufficient to cause discomfort, 
inconvenience, or complications; (2) the existence of 
bronchiectatic changes proved and adequately local- 
ized by bronchography; (3) an adequate cardio- 
respiratory reserve; and (4) no concurrent disease of 
a magnitude to contraindicate major surgery. There 
were four hospital deaths—one representing an error 
in surgical decision (postoperative respiratory insuffi- 
ciency), and three preventable (an endoscopic failure, 
renal failure due to transfusion reaction, anoxia due to 
improper aspiration of bronchial secretions). 

With improved techniques of surgery and with 
better treatment for infections, most postoperative 
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complications showed a great decline during the years 
encompassed by this study (1937-1951). An exception 
was atelectasis—the one complication that remained 
prevalent throughout. A higher incidence of post- 
operative complications was apparent (1) when certain 
organisms were recovered in sputum collected pre- 
operatively (H. influenzae, nonhemolytic streptococci. 
pneumococci) and (2) when there were postoperative 
residual foci of bronchiectasis (even small foci). The 
latter factor also had a serious adverse effect on the 
results to be expected from surgical treatment. 

Generally speaking, surgical treatment gave good 
results. Of 129 patients available in the follow-up, 
about 70 per cent were entirely well or much improved. 
In the nonsurgical group, only about 13 per cent had 
equivalent good results. (Surg., Gynec. & Obst., 100: 
643, 1955.) 


Ringworm of Feet 


Srupiks by Baer and coworkers indicated that fungous 
infections of the feet cannot be classified as a conta- 
gious disease. It was suggested that fungi inhabit the 
feet of most humans but cause no harm unless unusual 
conditions prevail. Thus, the fungi are facultative 
pathogens only—of no more danger than the ubiqui- 
tous staphylococci. 

The investigators deprecated attempts to sterilize 
articles in and around bathrooms, showers or swim- 
ming pools, or to sterilize patients’ footgear. Indeed, it 
was noted that sterilization procedures might cause 
serious harm (primary or allergic irritation of the skin). 
Rather, it was suggested that efforts be devoted to 
raising the resistance of the individual’s skin. Exam- 
ples included use of (1) perforated shoes, (2) absorbent 
(wool, cotton) socks rather than nonabsorbent types 
(nylon, rayon), (3) a drying, mildly fungistatic foot 
powder, (4) lamb’s wool in the toe webs for persons 
with a tendency to interdigital maceration, (5) careful 
drying of the feet, (6) nonalkaline soapless detergents 
for washing the feet. (Am. J. Pub. Health, 45:784, 
1955.) 


Growth of H. Capsulatum 


stuptes have established that histoplas- 
min sensitivity varies geographically. Most investiga- 
tors believe that soil is the primary source for histo- 
plasmosis of humans. However, even in areas in which 
histoplasmin sensitivity is quite prevalent, not all speci- 
mens of soils yield H. capsulatum. 

In one such endemic area (Williamson County, 
Tenn.), Zeidberg, Ajello and Webster studied the 


physical and chemical! properties of 100 different soil 
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specimens. H. capsulatum was isolated from 27 of the 
specimens. These “positive” soils had an appreciably 
higher acidity than “negative” soils. 

The authors concluded that pH may be an impor- 
tant factor in determining whether a soil would make a 
good or a poor habitat for the fungus. They suggested 
that acidity of the soil may not directly enhance growth 
of the organism—rather, may act by discouraging 
growth of other organisms that grow in competition 


with H. capsulatum. (Science, 122:33, 1955.) 


Surgical Treatment of Mitral Stenosis 


Euuis AND Harken have reported the late results of 
mitral valvuloplasty in their first 500 patients who had 
a preoperative diagnosis of predominant mitral stenosis 
without important associated disease. The criteria for 
performing the operation were apparent from the 
numbers of cases in various groups (Figure 1). Thus, 
it is obvious that the authors strictly opposed opera- 
tion for patients having mitral stenosis without sig- 
nificant symptoms. That attitude was based on the fact 
that the valvular deformity is not at all incompatible 
with a long, active life. 

Operative mortality varied according to the pa- 
tients’ preoperative classification. The mortality rate 
in Group IV patients has remained around 20 to 25 
per cent. The rate in Group II and III patients has 
declined from 14 per cent in the first hundred opera- 
tions to 3 per cent in the fifth hundred. 

The over-all results of valvuloplasty, in terms of 
subjective improvement and capacity for activity, were 
good. Thus, 78 per cent of patients had worthwhile 
improvement (moderate to marked). In the remaining 
22 per cent of patients, improvement was slight, there 
was no improvement, or the patients were worse or had 
died. Factors that influenced the end results are shown 
in Figure 2. The adverse factors were shown to have a 
cumulative effect. When none was present, there was 
almost the certainty of significant improvement (96 
per cent). With five factors, only 50 per cent of the 
patients improved. 

Objective findings after valvuloplasty were com- 
pared with the preoperative status in 106 patients. 
There were no consistent changes, and changes that 
did occur could not be correlated with the degree of 
improvement in exercise tolerance of the patients. 
(Ann. Int. Med., 43:133, 1955.) 


Hemoptysis Due to Bronchitis 


WITHOUT DEPRECATING the serious significance of 
hemoptysis, Anderson, Buechner and Ziskind noted 
that an etiologic explanation for the symptom will not 
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Figure 1. Types of cases in 500 valvuloplasty operations. 
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Figure 2. Factors that influenced valvuloplasty results in 500 pa- 
tients. 
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be forthcoming in about 25 per cent of patients, even 
after exhaustive diagnostic studies. Since such patients 
often quickly recover their usual state of health and 
have no further trouble, it is obvious in retrospect that 
hemoptysis is indeed benign under certain circum- 
stances. 

Anderson’s group proposed that such benign hemop- 
tysis is usually attributable to bronchial erosion second- 
ary to bronchitis. They likened the condition to epi- 
staxis resulting from inflammation of the nasal mucous 
membranes. They supported this contention with 
some illustrative cases in which bronchial erosion was 
opportunely visible on bronchoscopic examination, 
adding that “idiopathic” hemoptysis is to be explained 
frequently on the basis of erosion in areas not acces- 
sible to the bronchoscope. 

The authors were careful to imply that their views 
do not lighten the physician’s responsibility for careful 
diagnostic appraisal in every case of hemoptysis. (Ann. 
Int. Med., 42:1246, 1955.) 


Cerebral Arteriosclerosis 


ARTERIOSCLEROTIC OCCLUSIONS of cerebral arteries com- 
monly are labeled “cerebral thrombosis.” Bruetsch be- 
lieves that this is a misnomer. In a careful histologic 
study of the vasculature of the brains of 20 patients 
with cerebral arteriosclerosis, arterial occlusions were 
invariably due either to endothelial proliferation (in 
small vessels) or to fibroblastic proliferation at sites of 
atherosclerotic plaques (in large vessels). Thrombosis 
as such was not a prime factor. 

Bruetsch thought that these observations explain the 
poor results of anticoagulant therapy in arteriosclerotic 
cerebral infarction. He added that the arteriosclerotic 
process might be retarded by the use of drugs that in- 
hibit cell division or delay connective tissue formation, 
but he did not say which drugs he had in mind. (Cir- 
culation, 11:909, 1955.) 


Electrical Alternans in Pericardial Effusion 


ELECTRICAL ALTERNANS—a purely electrocardiographic 
phenomenon—occurs in a variety of cardiac disorders, 
among them, pericardial effusion. McGregor and Bas- 
kind have proposed that the electrical alternans of peri- 
cardial effusion is related to the free movement of the 
heart, “floating” in the fluid-filled pericardial sac. As 
part of the evidence for this idea, the authors noted 
that there is simultaneous alternation of auricular and 
ventricular complexes—a finding that seems unique 
for the alternation of pericardial effusion. Further sup- 
port was obtained from the observation, in one case, of 
alternation of heart sounds in the absence of pulsus 
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alternans. Movement of the heart relative to the stetho- 
scope with alternate beats was the most likely explana- 
tion for the variation in heart sounds. (Circulation, 
11:837, 1955.) 


Nystatin for Moniliasis 


WITH THE WIDESPREAD USE of broad-spectrum anti- 
biotics, human moniliasis has become more prevalent. 
Recently, a potent fungicide, nystatin, has been found 
effective against Candida albicans. Thus, oral adminis- 
tration of the drug has controlled the yeast-like flora of 
the gastrointestinal tract. 

These observations have now been extended by 
Sarewitz to include control of genitourinary moniliasis 
in five patients. Nystatin, in doses of 500,000 units 
three times daily by mouth, caused symptoms of moni- 
liasis to subside promptly. Relapses were common 
when the medication was stopped, but retreatment 
was regularly successful. There were no adverse re- 
actions to the antifungal agent. (Ann. Int. Med., 42: 
1187, 1955.) 


Intramuscular Tetracycline 


IT HAD BEEN KNOWN that significant concentrations of 
tetracycline occur in the serum and spinal fluid after 
oral or intravenous administration. Wellman and as- 
sociates extended this information by assays performed 
after administration of a new preparation suitable for 
intramuscular injection. In a majority of 39 patients, it 
was found that the intramuscular route afforded signif- 
icant amounts of tetracycline in both the serum and 
spinal fluid. 

Only two patients complained of pain at the site of 
injection, and it was not necessary to discontinue the 
medication in any instance. (Proc. Staff Meet., Mayo 
Clin., 30:301, 1955.) 


Poliomyelitis Infection 


FURTHER CLARIFICATION of the mechanisms of polio- 
myelitis infection has been presented by Bodian fol- 
lowing studies of chimpanzees that had been fed polio- 
myelitis virus obtained from tissue cultures. While the 
animals lived, virus assays were done on throat swabs 
and on feces. The animals were sacrificed in advance of 
the paralytic phase of poliomyelitis, and virus assays 
were then performed on many tissues. The information 
obtained was added to previous knowledge to evolve 
the schema shown in the illustration on the opposite 
page. Quite probably, the author thought, the mech- 
anisms are the same in humans. 

It was clear that ingested virus localized early in the 
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Figure 1. Schema illustrating the primary sites of viral implantation 
and multiplication and the pathways of subsequent viral spread in 
the body. Secondary and tertiary sites of viral multiplication are 
indicated in white panels. (Reproduced courtesy of David Bodian, 
M.D. and SCIENCE.) 


tonsils and in the lymphoid tissue of the ileum (Peyer’s 
patches). This accounted for the presence of the virus 
in throat secretions and in the feces during the pre- 
paralytic phase. Also the virus spread early along 
lymphatic pathways to adjacent lymph nodes. From 
these latter sites, there was subsequent hematogenous 
spread, and at this time, the central nervous system 


was involved. (Science, 122:105, 1955.) 


Iliac Vein Thrombosis 


MARTIN HAS DESCRIBED a method for determining the 
site of venous thrombosis in the lower extremity, to 
allow ligation at the optimum site for postoperative 
function. He pointed out that when venous ligation is 
necessary in phlebothrombosis to prevent pulmonary 
embolism, the functional result will be vastly superior 
with ligation of the vena cava or the common iliac vein, 
rather than the common femoral vein. 

Ligation of the common femoral vein is much more 
likely to cause chronic edema, trophic skin changes 
and ulceration. 
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The author reported a case of pulmonary embolism 
with thrombophlebitis of one leg, in a patient with ul- 
cerative colitis. Because of the danger of hemorrhage 
from anticoagulants, venous ligation was performed. 
Through a midline abdominal incision, both iliac 
veins and the vena cava were palpated. Inflammation 
and edema were found at the left common iliac vein 
and in the proximal portions of its two main tributar- 
ies. 

To visualize the site of venous obstruction, 20 cc. of 
35 per cent Diodrast was injected into the left common 
iliac vein after temporary proximal occlusion of the 
vessel. X-rays showed a block at the most distal part of 
the common iliac. The vein was mobilized and divided 
at its junction with the vena cava, and the ends were 
ligated and transfixed. A left lumbar sympathectomy 
was performed. 

The author stated that by this procedure, it was 
possible to ascertain that the clot had not progressed 
beyond the proposed site of interruption. This led to 
ligation of the common iliac in preference to the vena 
cava. (Am. J. Surg., 89:1172, 1955.) 
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GUICOME OF SHORT-TERM 
THERAPY OF 46 CASES 
STREPTOCOCCAL ENDOCARDITIS 


(2 WEEKS) 


Short-Term Therapy of Bacterial Endocarditis 


IN AN EARLIER ARTICLE, Geraci reported on the results 

of short-term (two weeks) therapy in 23 cases of bac- 

terial endocarditis caused by penicillin-sensitive strep- 

tococci. Recently the total experience has been extended 

to 46 cases. Among the newer patients were some in 

i whom the causative streptococci were of intermediate 
sensitivity (between 0.1 and 1.0 unit of penicillin per 
cubic centimeter of medium). The program of treat- 
ment consisted of 1,000,000 units of aqueous procaine 
penicillin and 1 Gm. of combined streptomycin-dihy- 
drostreptomycin administered intramuscularly every 
12 hours for two weeks. The outcome in the 46 cases is 
shown in the diagram above. 

Geraci contended that the cure rate and the survival 
rate would have been better if it were not for delays in 
diagnosis of bacterial endocarditis. Most of the patients 
had received a few doses of an antibiotic without a di- 
agnosis of bacterial endocarditis having been made or 
suspected. In only three patients of the series was the 
diagnosis made within two months of the onset of the 
disease. (Proc. Staff Meet., Mayo Clin., 30:192, 1955.) 


Effects of Large Doses of Chloramphenicol 


Most PHysIcIANS remember the events of the early 
part of this decade that led to the feeling that 
chloramphenicol is a dangerous drug. At that time 
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there were numerous instances purporting to show a 
relationship between chloramphenicol and blood dys- 
crasias. Recently, Krakoff, Karnofsky and Burchenal 
reported a clinical experiment in which the marrow- 
depressant potentiality of the antibiotic was reap- 
praised. 

The investigators administered maximum toleratec 
doses of chloramphenicol (6 to 12 Gm. daily) to four 
patients having inoperable and far-advanced cancer. 
Each patient received two courses of treatment lasting 
for periods ranging from 10 to 35 days. 

In three instances there were minor changes in the 
blood picture—reticulocytopenia and slight anemia- 
without alteration of the appearance of the bone mar- 
row. The tolerance of these three patients for chlor- 
amphenicol was limited by the development of severe 
glossitis rather than by bone marrow depression. The 
fourth patient did not have glossitis but showed severe 
hematologic depression. 

The “toxic” effects disappeared spontaneously in 
all four patients when administration of the drug was 
discontinued. 

The authors concluded that chloramphenicol (in 
large doses at least) is a bone marrow depressant. 
Their studies favored the idea that the drug is consis- 
tent in this action—does not function by a mechanism 
of drug idiosyncrasy. (It was shown that small doses 
of chloramphenicol did not reproduce marrow de- 
pression in patients in whom this effect had been ob- 
served following large doses of the drug.) 

It was noted that the fall in reticulocyte count was 
the earliest sign of hematologic disorder—might there- 
fore serve as a useful means of hematologic control in 
patients receiving the drug. 

An explanation for the chloramphenicol-induced 
glossitis was not apparent. The tongue had an appear- 
ance similar to that seen in conditions such as per- 
nicious anemia, certain vitamin deficiencies, and fol- 
lowing administration of folic acid antagonists. (New 
England J. Med., 253:7, 1955.) 


Carbonated Water and Gastric Functions 


CARBONATED WATER causes a rapid emptying of the 
stomach following a test meal, according to Greenberg 
and Turner. Although carbonated water does not 
directly influence the rate of acid secretion in the 
stomach, it lessens the total amount of acid secretion 
caused by a test meal by hastening its evacuation from 
the stomach. 

The authors suggest the use of carbonated water 
to counteract any tendency toward gastric retention 
and subsequent increased acid secretion. (New Eng- 
land J. Med., 253:105, 1955.) 
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Plastic Breast Implants 


(American Society of Plastic and Reconstructive Surgery, 
Atlantic City, Sept. 30.) Use of foreign body implants, 
such as plastic sponge material, to improve breast con- 
tour is not approved by a majority of plastic surgeons 
replying to a questionnaire. Eighty-seven per cent—all 
diplomates of the American Board of Plastic Surgery— 
said they had never used such implants. Of 23 who 
had, 13 reported discontinuing the technique as un- 
satisfactory. “Most plastic surgeons feel that implanta- 
tion of a foreign material in the breasts belongs at this 
time in the field of experimental rather than clinical 
surgery. The medical profession should have more in- 
formation regarding long-time observation of cases 
and definite proof that the foreign implants do not 
give rise to cancerous changes in the patient’s breast 
tissue, before the procedure receives approval.”— 
Dr. Lynpon A. Pxsr, St. Barnabas Hospital, Newark, 
N.J., Chairman of Committee on Inorganic Implants. 


Skin Bank 


(Ibid, Sept. 29.) Tue mst skin bank in a civilian 
hospital in this country now is operating at Barnes 
Hospital, St. Louis. Stored post-mortem homografts 
provide a temporary biologic dressing for ten to 30 days 
in severe or extensive burns. While they do not “take,” 
they serve until the patient is well enough to have raw 
areas covered with transplants of his own skin. The 
grafts obtained from one post-mortem donor equal 
those from a large group of live donors, without the 
expense, discomfort, wound care and time loss for live 
donors. Skin can be stored at least three weeks at or- 
dinary refrigerator temperature, probably for six 
months with newer techniques. Skin banks are urged 
in other hospitals.—Drs. James BarreTr Brown, 
Minor P. Fryer and THomas J. Zaypon, Washington 
University School of Medicine. 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 


in the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal publication 
in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff 


MEDIGRAMS 


Shock-Proof 


(Ibid, Sept. 26.) StmpLe RULES can prevent emotional 
shock in children undergoing surgery, and decrease 
the anesthetic risk: Tell the child beforehand just what 
will happen up to the time he loses consciousness. 
Use adequate premedication so the child is in light 
sleep upon reaching the operating room. If premedica- 
tion has been inadequate, the anesthesiologist should 
hold the child on his lap during early stages of in- 
duction. Never place a mask on the child’s face while 
he is conscious. Never vigorously resttain him.—Dr. 
Jack D. Srrincuam, anesthesiologist, and Dr. THomas 
Ray Broapsent, plastic surgeon, University of Utah 
College of Medicine. 


Nerves Reunited 


(Ibid, Sept. 30.) A 3-vEaR-o1v boy’s arm was caught 
in a clothes wringer, crushing the skin, muscles and 
nerves of the upper arm, armpit and chest wall, and 
tearing the primary cords of the brachial plexus. Sur- 
gery repaired most of the damage, but he could not 
move his arm or feel sensation in it. Six months after 
the accident, the torn nerves were reunited. Fifteen 
months later, the boy achieved voluntary control of 
finger movements. Sixteen months later “return of 
function is far from complete, but the extremity is 
useful and further improvement seems likely.”— 
Donato M. Grover, St. Luke’s Hospital, Cleveland, 
Ohio. 


Flat Feet 


(International College of Surgeons, Philadelphia, Sept. 
13.) Bases may develop flat feet or become pigeon- 
toed if they sleep too much on their abdomen during 
early months of life. Some sleep in the knee-chest 
position, with their hips high and weight falling on 
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the feet which are turned in. Others develop flat feet 
from sleeping on the abdomen with legs spread-eagled. 
Alternating the sleep positions, and encouraging the 
side position with a supporting pillow against shoulder 
and hip, avoids these hazards.—Dr. Josern H. Krre, 
Emory University School of Medicine. 


Diagnosis with P” 


(Ibid, Sept. 14.) DirrerentTiaTION between cancerous 
and nonmalignant lesions of stomach and esophagus 
is simplified by injections of radioactive phosphorus. 
The P® tends to accumulate in cancerous lesions, 
and its distribution can be determined by Geiger coun- 
ter. Used as an aid along with cther diagnostic meas- 
ures, it also supplies valuable information in choosing 
an operative method for radical cure of cancer.— 
Dr. Komet Nakayama, University of Chiba, Japan. 


No Need for Haste 


(Ibid, Sept. 14.) “Topay there is no need for hasty 
surgery, done in desperation” to bring relief in per- 
sistent, chronic ulcerative colitis. ‘‘Most patients can 
be carried through a critical phase with antibiotics, 
blood, ACTH and cortisone. When the conditions are 
stabilized, surgery is performed” under the most favor- 
able conditions.—Dr. Kart A. Meyer, Cook County 


Hospital, Chicago. 


Supervoltage 


(American Roentgen Ray Society, Chicago, Sept. 22.) Sur- 
VIVAL among advanced lung cancer patients apparently 
is not appreciably influenced for the better by use of 
one million volt x-ray treatment as contrasted with 
less powerful machines. There may be some slight 
advantage through supervoltage. Of 16 cases surviving 
a year or more, 12 were treated on the one million 
volt machine and four on the 250 thousand volt 
machine.—Drs. James J. Nickson, Eucens E. Currron 
and Henry Setpy, Memorial Center for Cancer and 
Allied Diseases, New York. 


Personality 


(Academy of Psychosomatic Medicine, New York, Oct. 7.) 
THE PATIENT’S PERSONALITY and attitudes affect his total 
response to drugs prescribed by his physician. Experi- 
mental studies on paid volunteers show that sedatives 
which usually produce relaxation and mild drowsiness 
made some persons feel happy and more efficient at 
work, made others nervous, tense and unhappy. The 
first group had well-adjusted personalities and con- 


fidence in the doctor; the second were basically 
anxious, apprehensive persons who feared they might 
be “victimized” by the drug, made to feel relaxed and 
sleep against their will. Amphetamine stimulated only 
those persons who were trying to achieve desirable 
goals, but made drifter-type persons feel tense and 
anxious.—Dr. Louts Lasacna, Johns Hopkins School of 
Medicine. 


Anxiety 


(Ibid, Oct. 7.) Tue rorce driving psychic life may be 
anxiety. Mescaline in treatment of mental illness is use- 
less unless the mescaline induces acute, unbearable 
anxiety, driving the patient to discharge pent-up feel- 
ings and freely to associate thoughts to become aware 
of previously repressed elements in his emotional life. 
If mescaline is prevented from inducing severe anxiety 
by prior administration of chlorpromazine, the patient 
experiences an inner mental paralysis, and remains 
silent. The findings suggest that through drugs psychi- 
atrists can increase or decrease anxiety, thus reducing 
periods of stagnation in the psychoanalytic process.— 
Dr. Herman C. B. Denser, Director of Psychiatric Re- 
search, Manhattan State Hospital, Ward's Island, N.Y. 


Heart Damage Detector 


(Research Committee, California Heart Association, San 
Francisco, Oct. 2.) MrasuREMENT of the amount of 
transaminase in the blood provides a test to draw a 
clearer picture of the extent of heart damage following 
an infarct. Transaminase plays a role in clearing up the 
area of cells dying after an infarct. This laboratory test 
has been performed successfully on more than 400 
patients. Research teams in a number of centers across 
the country contributed to its development. Dr. 
Currorp B. Cuerry, presenting summaries of reports 


by various researchers. 


Hormone Effect 


(American Society of Clinical Pathologists, Chicago, Oct. 
12.) Hormones administered to pregnant women can 
affect the organs of the infant. Study of the uterus lining 
at autopsies of 169 newborn infants indicates proges- 
terone can pass through the placenta. This is contrary 
to beliefs that the endometrium of the unborn child 
does not respond to chemical agents in the mother’s 
bloodstream, and that the placenta is impermeable. 
Small quantities of pregnanediol also were recovered 
from urine of newborn male infants—Drs. WuuaM B. 
Oser, Cuares C. Rosy, Jay BeRnsTein and James E. 
DrorsaucH, Boston Lying-in Hospital. 
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Diarrhea After Cholecystectomy 


Q. What is the preferred management in _post-chole- 
cystectomy diarrhea ? (The cases referred to had stones 
and gallbladder inflammation and responded well 
to surgery in every way except persistent and annoy- 
ing interval diarrhea.) 


A. The post-cholecystectomy syndrome includes 
many conditions involving the biliary tract as well as 
all subjective symptoms following cholecystectomy. 
Diarrhea is not infrequent and raises questions of al- 
teration in the bile flow and associated duodenitis or 
enteritis, with or without infection in the biliary tract, 
liver or bowel. A careful stool examination, both rou- 
tine and culture, may reveal the type. Patients with 
anacidity may have bouts of diarrhea. Fatty stools may 
suggest associated pancreatic disease. Bacterial studies 
of the bile may reveal residual infection. 

Dilute hydrochloric acid may be helpful for diarrhea 
in association with gastric anacidity, or pancreatin may 
be indicated for fatty stools. With evidence of bowel in- 
fection, Streptomagma or Kaopectin with Neomycin 
may be of great value. Symptomatic relief can be ob- 
tained with a mixture of equal parts of opium and tinc- 
ture of belladonna (ten drops before meals). The use 
of kaolin after meals and even bismuth subcarbonate 
are often of value. Sedatives and antispasmodics (bella- 
donna, phenobarbital, papaverine) may also be helpful. 
A low residue diet with small frequent meals is indi- 
cated. 

In severe cases, some of the steriods (ACTH, corti- 
sone) for short times may help to reverse the picture. 

Residual stone with cholangitis may be present. 
Modern Cholegrafin studies will throw light on that 
possibility. 

Most of the milder forms of diarrhea characterizing 
the post-cholecystectomy syndrome are relieved by the 
medications already mentioned. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


Treatment of Pencil Wound 


Q. What is the correct treatment for a pencil wound, 
when the pencil has penetrated the skin ? 


A. If the pencil wound is in an area that could be 
excised without damage to important structures, the 
simplest thing would be to do an elliptical incision of 
the skin and subcutaneous tissue and remove the 
whole tract and close it primarily. This is especially 
indicated if the pencil is an indelible pencil. If it is an 
ordinary pencil, it is not of so much consequence. 
Also, one would like to know whether there was any 
of the lead left in the wound, and if there was, it should 
be removed regardless of which type of pencil caused 
the injury. On the other hand, if it is just an ordinary 
puncture wound made by an ordinary pencil with no 
lead left in, no particular treatment is required. 


Climate for Chronic Nephritis 


Q. A 57-year-old male bookkeeper who lives in Long 
Island, N.Y., is suffering from chronic nephritis. His 
condition has progressed to a point that he is not able 
anymore to commute to the city (New York) regularly, 
and I have advised him to retire. He would be in a 
financial position to live on a moderate retirement 
income. 

I remember from my early days in medical prac- 
tice that a warm dry climateseemed to have a beneficial 
effect on chronic nephritis cases. Is this opinion still 
valid, and if so, which particular location in the 
United States would you recommend for a permanent 
retirement residence ? 


A. In the chronic stage of nephritis, it is highly un- 
likely that a change in climate would be of any real 


benefit. 
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Technique of Patch Testing 


Q. Can you give us the simplest method of patch testing, 
particularly on housewives, for such things as fabrics, 
plastics, detergents, cosmetics and cleaning agents ? 


A. The material to be tested is placed on the Cello- 
phane area of an Elastopatch (Duke Laboratories) and 
strapped to the forearm or thigh for 48 hours. Definite 
instructions should be given to the patient to remove 
the material if any itching occurs. After 48 hours, the 
area should be inspected daily for at least 72 hours 
after removal. A redness in the irritated area indicates 
a positive test. 

If the material to be tested is liquid, a small piece of 
white blotting paper should be saturated with it and 
placed on the Cellophane area. Very irritating solu- 
tions should be diluted. 


epee 


j 


Tr. 


Gauze removed 
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Drugstore Ownership 


Q. How does the Academy feel about a doctor owning « 
drugstore ? 


A. When the American Medical Association, at its 
June Atlantic City meeting, rewrote Chapter I, Sec- 
tion 8 of the AMA Principles of Medical Ethics, it 
simultaneously and indirectly put an official stamp of 
approval on physician ownership of drugstores. Own- 
ership is no longer mentioned, either specifically or in- 
ferentially, as unethical. It would indeed be inconsist- 
ent to permit one physician to dispense and not allow 
a second physician, who perhaps lacks facilities, to 
own a drugstore. The same principles apply to both. 
Dispensing is now ethical and it would not be for the 
Academy to draw a fine, and possibly nonexistent, 
line between office dispensing and drugstore owner- 
ship. 

The ethics code modification enacted by delegates 
at the Atlantic City meeting impresses us as being a 
realistic solution to an age-old problem. 


Infectious Mononucleosis 


Q. What influence may be expected from chemotherapy in 


cases of infectious mononucleosis ? 


A. None, unless there is a superimposed bacterial in- 
fection. 


Significance of Albuminuria 


Q. Is one justified in making a diagnosts of nephritis in 
a patient with an elevated blood pressure, systolic and 
diastolic, with the presence only of albuminuria, 
without casts or blood? How should such a case be 


managed ? 


A. The data submitted are insufficient for thorough 
discussion. A diagnosis of nephritis is not justified 
without additional study. A number of renal and extra- 
renal conditions can be responsible for hypertension 
and albuminuria, such as hypertensive vascular dis- 
ease with secondary renal changes, with or without 
congestive heart failure. Repeated observations of con- 
centrated urine specimens, tests of renal function, and 
additional studies of the cardiovascular system, which 
should include the eye grounds, ought to settle the 
problem. 

If repeated urinalyses fail to show casts, excessive 
leukocytes or red blood cells, and renal function is 
good, it is probable that the albuminuria is not due to 
nephritis. Then treatment would have to be directed 
to the primary cause, for example, hypertensive vascu- 
lar disease with or without heart failure. 
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Nontuberculous Diseases of the Chest. Pp. 1,139. Price, $18.75. 
Charles C Thomas, Springfield, Ill., 1954. 


THIS VOLUME, sponsored by the American College of 
Chest Physicians, is written by 37 chest specialists from 
the United States, Argentina, England, India and Mexico. 
Its purpose is well fulfilled—to offer the practicing physi- 
cian, the chest specialist and medical students authoritative 
and complete information in the rapidly expanding field of 
diseases of the chest. 

To be sure, medical students and practitioners may find 
some discussions too verbose while chest specialists may be 
displeased with their brevity. No text can completely satisfy 
specialists, students and general practitioners, but in this 
volume all groups will find satisfying information. 

Tremendous progress has been made in the evaluation 
of pulmonary function and it is a deficiency that the dis- 
cussion on this important subject is so inadequate. The 
rationale for the management of many pulmonary diseases 
is based on an understanding of the pathologic physiology 
and a more thorough up-to-date discussion would have 
been desirable. 

The role of scalene node biopsy, lung biopsy and pleural 
biopsy as diagnostic procedures is not sufficiently empha- 
sized, 

However, despite these relatively minor shortcomings, 
this text should prove popular as a comprehensive guide to 
diseases of the chest. —Sor Katz, M.D. 


Cardiac Auscultation Including Audiovisual Principles. By J. Scott 
Butterworth, M.D., Maurice R. Chassin, M.D. and Robert 
McGrath, M.D. Pp. 111. Price, $4.50. Grune & Stratton Inc., 
New York, 1955. 


As sTaTED in the preface, this book is the outgrowth of a 
course in auscultation of the heart which has been given so 
successfully by Dr. Butterworth and his group at the New 
York University Postgraduate Medical School. The use of 
audiovisual aids in the teaching of auscultation has been 
highly developed here, and in fact, the stethograms used in 
this book to illustrate auscultatory phenomena are taken 
from tape recordings similar to those used in the course. 

The book is concise and so designed that it could be of 
practical nature to the practicing physician. Fundamentals 
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Practitioner's Bookshelf 


of auscultation are covered well and the chapters on the 
physical principles of sound, origin of heart sounds, and 
modification of heart sounds are clearly presented. 

Auscultation of the heart continues to become increas- 
ingly more valuable despite numerous important advances 
utilizing more specialized techniques in the diagnosis and 
treatment of heart disease. 

This book is particularly valuable for the student and 
likewise for the practicing physician. — 

—W. Procror Harvey, M.D. 


Antiseptics, Disinfectants, Fungicides and Chemical and Physical 
Sterilization. Edited by George F. Reddish. Pp. 841. Price, $15.00. 
Lea & Febiger, Philadelphia, 1954. 

THIS BOOK contains a wealth of material covering very 

thoroughly the field of its title. The references for each 

chapter are valuable, and although there is considerable 
variation presented by the numerous authors, all the chap- 
ters are good. 

Any practitioner of medicine would gain much pertinent 
information from the knowledge concentrated in this book. 
This is particularly true of Part VII which deals with 
chemical and physical sterilization. 

All hospitals would find the book valuable, as it points 
out in detail correct methods for use of dry heat and steam 
in sterilization and also gives very relevant information in 
regard to proper use of disinfectants and germicides. 

I believe the book would be more readable and some re- 
petition avoided, however, had the editor first presented a 
detailed discussion of theory of cells’ death and how this 
can best be accomplished. This discussion could then have 
been followed with specific considerations and methods. 

—Douctas H. Sprunrt, 


Progress in Clinical Surgery. Edited by Rodney Smith. Pp. 414. Price, 
$7.50. Little, Brown ¢ Co., Boston, 1954. 
Tuis rather small book of English origin emphasizes the 
newer and more special fields in which much progress 
has been made in the past decade. Thus it fills a gap in 
surgical literature. 
It is a book which supplements but does not -replace 
standard surgical textbooks in general use. In its prepara- 
tion the editor and 20 contributors have aimed at a volume 
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VITAMIN DROPS 
that tops thom all poe it i 


etter because of natural vitamin 
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each 0.6 cc. provides: 


Vitamin A (natural) 5000 Units 
Vitamin D (natural)* 1000 Units 
Ascorbic Acid (C) 50 mg. 
Thiamine HCI (Bi) 1 mg. 
Riboflavin 0.4 mg. 
: Pyridoxine HCI (Bg) 0.3 mg. 
3 Niacinamide 5 mg. 
Pantothenic Acid 2 mg. 


*100% natural vitamin D, the superior anti-rachitic 


Since Vi-Syneral Vitamin Drops cost no more — 
you might as well give the best. 


u.s. vitamin corporation 
Arlington-Funk Laboratories, division 
.250 East 43rd St. New York, 


to be of particular help to the postgraduate studen: 
studying for his boards, assuming the reader already pos. 
sesses a broad knowledge of surgery. 

Subjects like appendicitis, biliary and renal calculi, etc. 
are not discussed but cardiac and vascular surgery ani 
diseases of the esophagus and pancreas, etc., are discusse«! 
in detail. 

Although this is not a comprehensive volume on surgery 
in general, it is an excellent supplement for the use of the 
surgical resident and the younger surgeon. 

—U. R. Bryner, 


Diseases of Infancy and Childhood. 7th ed. By Wilfrid Sheldon, 
M.D. Pp. 804. Little, Brown ¢& Co., Boston, 1955. 


THIS VOLUME constitutes an excellent review of the field of 
pediatrics. The seventh edition is strictly up to date. The 
entire field of pediatrics is presented in the practical man- 
ner which is so often characteristic of British authors. 

Following the first few chapters on examination, diseases 
of the newborn, the premature and matters of nutrition, 
the presentation is roughly by systems. Occasionally there 
is reluctance to abandon old concepts completely. As a 
result, the section on hemolytic disease, for example, is 
made unnecessarily confusing. 

The book makes an excellent reference volume where a 
quick refreshing of the memory is needed. 

—KerrH M.D. 


The Pharmacological Basis of Therapeutics. By Louis S. Goodman. 
M.D. and Alfred Gilman, Ph.D. Pp. 1,831. Price, $17.50. 
The Macmillan Co., New York, 1955. 


WHEN THE FIRST EDITION of this text was published in 1941. 
it established the standard of excellence for texts in this 
field. Students, teachers and practitioners have for many 
years been anxious for a new edition, and at long last their 
hopes have been answered. 

The authors’ lucid style carries over into this second edi- 
tion, and most students will find its readability far above 
that of the average textbook. The present volume includes 
considerably more material than its predecessor. A two- 
column format has been adopted to make the reading easier 
and to permit inclusion of more material. A smaller type 
face has been used to distinguish less essential details from 
the more important general principles, with the idea of 
making it easier for the undergraduate student to use the 
book. There is so little difference in the size of the type 
faces, however, that the distinction is not always so easy as 
it might be. 

The scope of the book is quite broad, and its usefulness is 
increased by the inclusion of extensive bibliographies and 
an adequate index. 

In an effort to include material about new drugs, the 
authors have fallen somewhat below their usual critical 
standards, and in these sections their style is also somewhat 
inferior. 

The general practitioner can have no better book, how- 
ever, as a reference on the pharmacologic basis of thera- 
peutics. —Jesse D. M.D. 
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The Year Book of Endocrinology. Edited by Gilbert S. Gordan, M.D. 
Pp. 392. Price, $6.00. The Year Book Publishers, Inc., Chicago, 
1955. 


Tue Latest Year Book of Endocrinology concisely summar- 
izes important advances in the broadening field of endo- 
crinology. Literature received during the calendar year, 
1954, is reviewed. Abstracts are brief and easy to read, short 
case histories are presented when they form the meat of the 
article, and pertinent diagrams plus a few illustrations are 
well reproduced. 

All glands of internal secretion are represented, and ad- 
ditional chapters are included on carbohydrate metabolism 
and the hormonal treatment of neoplastic diseases. 

As might be expected in such a comprehensive and com- 
plex field, some of the abstracts deal with laboratory as- 
pects of endocrinology which are of little interest to the 
general practitioner. 

However, all the articles are quickly scanned, and this 
volume affords the general practitioner an opportunity to 
cover an important segment of medical literature with a 
minimum of time expended. It is an ideal volume for read- 
ing in short sprints. 

As hormonal agents become increasingly important ther- 
apeutic agents in general medical practice, the general 
practitioner will find increasing need for this volume on his 
bookshelf. —Marcus Scuaar, M.D. 


Differential Diagnosis. The Interpretation of Clinical Evidence. By 
A. McGehee Harvey, M.D. and James Bordley Ill, M.D. Pp. 
665. Price, $11.00. W. B. Saunders Company, Philadelphia, 
1955. 


Tue suBTITLE of this book nicely expresses its purpose and 
contents. This is not a textbook of medicine. Rather, it is 
an attempt to convey the analytical processes that are con- 
cerned in diagnosis. 

The authors’ introduction discusses the elements of 
diagnosis—*‘(1) collecting the facts, and (2) analyzing the 
facts.” These methods are then exemplified in a series of 
clinicopathologic discussions that are germane to various 
subject areas—for example, aortic insufficiency, heart fail- 
ure, chest pain, hematemesis and melena, jaundice, etc. 
Each subject area is explored briefly in an introductory sec- 
tion, but the essence of the teaching comes with the 
illustrative cases. In the latter part of the book are some 
“unknown” cases for study. (Answers are given in a suc- 
ceeding chapter.) 

Since this volume attempts to teach methodology rather 
than facts, it is not truly a reference book. However, each 
chapter supplies some “‘classic” references that afford 
valuable supplementary reading. 

Differential Diagnosis is a good book for most physicians. 
{t will serve admirably as a wit-sharpener—an important 
function in these present days when discriminative analysis 
by one attending physician often gives way to indiscrimi- 
uate ordering of special studies, or to a succession of con- 
sultations with specialists, or to premature adoption of 
potent therapies, or to all three. 

—Hucu H. Hussey, m.p. 
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Beyond the Germ Theory. Edited by Iago Galdston, M.D. Pp. 182. 
Price, $4.00. Health Education Council, New York, 1954. 


I WOULD LIKE to see this book used on the level of a science 
or health education class in junior and senior high school, 
then repeated in college to give a lasting impression to 
individuals and to help them withstand the joint agents of 
stress, noxiousness and deprivation in order to maintain 
homeostatic conditions. 

Useful as a refresher text for general practitioners, this is 
a compilation from several authors on the principle ideas of 
“beyond the germ theory.” Each doctor has interpreted 
the homeostasis needed to live normally without the 
adaptation disease that breaks down many humans and 
causes them to succumb to the stress of a given malady. 
Each doctor states that past experience can never be dis- 
carded; it can cause hazardous living conditions from birth 
to old age. 

If this book, with its enlightening descriptions of the 
emotional, physical, social and economic conditions neces- 
sary to homeostasis, should be used in junior high school, 
how much easier it would be for the public health official, 
the clinical advisor and the physician to push scientific 
investigations even further! Public education would assure 
scientific research that would extend beyond the germ 
theory. 

: The history of early leaders’ progress in this area of 


science is encompassed, including Claude Bernard’s con- 
cept of the constancy of internal milieu; Ivan Pavlov’. 
conditioned reflex response and J. C. Drummond’s vitami:) 
as therapy in nutritional deficiency—to name just a few 
of the men who altered the idea that only a germ coul:: 
cause a disease. 

The highly interesting descriptions of experiments 
should make many a young person think seriously of givin, 
his life to medicine. And another goal of the medical pro- 
fession, promoting a healthful society, would be served i! 
health and science teachers would assign this book as re- 
quired reading. E. Lotreruos, 


Antimicrobial Therapy in Medical Practice. By Harrison F. Flippin. 
M.D., and George M. Eisenberg, D. Sc. Pp. 284. Price, $5.00. 
F. A. Davis Co., Philadelphia, 1955. 


Tuis BOOK of 284 pages is divided into 11 chapters. The 
first chapter deals with all the present-day antimicrobial 
agents, giving their dosages, modes of action, therapeutic 
limitations, pharmacology, indications and contraindica- 
tions. With this fine introduction, the authors then pro- 
ceed to cover in subsequent chapters such matters as anti- 
microbial combinations, complications of therapy, and the 
laboratory aspects of the use of these drugs. 

The book is very well suited for the use of general prac- 
titioners of medicine. Several chapters are devoted to ther- 
apy of specific diseases, ranging from common tonsillitis 
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to such rarer diseases as pemphigus. The material is pre- 
sented in a concise and readable manner. 

A partial index of commercially available antimicrobial 
agents is contained in the appendix. This lists the various 
commercial preparations, indicating their availability in 
oral and parenteral forms and the indications for their 
usage. This table is thorough and I am sure will find a place 
on the physician’s desk as a ready reference handbook. 

It is the hope of the authors that by writing such a clear 
book, the physicians will not be responsible for production 
of drug-resistant strains of organisms. Any physician 
guided by the authors’ writings will be more than amply 
rewarded by being able to employ for his patients the most 
modern thinking in this field of medicine. 

—S. S. Kery, M.p. 


Should the Patient Know the Truth? By Samuel Standard, M.D. and 
Helmuth Nathan, M.D. Pp. 160. Price, $3.00. Springer 
Publishing Co., New York, 1955. 


Tue Eprrors of this book have collected the opinions of 
some 24 doctors, nurses, clergymen and lawyers in an 
attempt to answer this ever-perplexing question. 

The consensus seems generally to be that each case 
must be considered individually. The mental and emo- 
tional makeup of the patient, wishes of other members of 
the family in the matter, the type of disease process and 
prognosis in the given case, and the religious beliefs of the 


individual must all be taken into consideration. Most 
contributors agree that the patient should not be told an 
untruth, but that a certain amount of deception and half- 
truth may at times be justifiable. At other times the whole 
truth, given intelligently at the right time and with the 
proper amount of sympathy and understanding, is desir- 
able. 

Everyone who reads this book will again be reminded 
that the patient should be treated as a human being and not 
simply as a disease entity. However the chief value of 
Should the Patient Know the Truth? should be to medical 
and nursing students and interns, in helping them to pre- 
pare themselves on reaction to this important question 
which arises so frequently in the everyday practice of 
medicine. Merritt M. Cross, M.D. 


lon Exchange and Adsorption Agents in Medicine. By Gustav J. 
Martin, Sc.D. Pp. 333. Price, $7.50. Little Brown & Co., 
Boston, 1955. 


WHAT ON FIRST GLANCE appeared to be a ponderous book, 
became as stimulating to me as a murder novel as page 
after page went by in steady reading. I found myself 
completely engrossed in the present scope of application 
of ion exchange and adsorption agents, and suggested 
future trends. 

Dr. Martin’s presentation imparts an enthusiasm for the 
fascinating interplay of ions in the body which the prac- 
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titioner is likely to lose in his busy years of practicing medi- 
cine. The material will give the physician renewed confi- 
dence in guiding patients who are not aware that intestina/ 
environment plays a major role in increasing their age 
span. The general practitioner will find the thorough treat - 
ment of ulcers most helpful; and explanations for dealin, 
with ion deficiencies and therapies are clearly written fo: 
handy reference during diagnosis. 

New facets of medical research in this field are discussed, 
and the old reviewed. The treatise presents a complete 
over-all picture of ions with their exchange and adsorption 
in medicine; and it reflects a sincerity in the author’s 
struggle to challenge medical science in order to further 
gains in intestinal environment for the purpose of pro- 
longing man’s life. It is rich with information, the kind 
of book which the general practitioner would want to keep 
on a reference shelf for daily use. 

—Wiuam E. Lorreruos, 


Retropubic Prostatectomy. By Francis A. Beneventi, M.D. Pp. 227. 
Charles C Thomas, Springfield, Ill., 1954. 


THIS BOOK is an intensely exhaustive and comprehensive 
study of the prostatic problem involved. The opinions of 
the author have been sustained by his explanation of the 
indications for surgery, as well as by pre- and postoperative 
requirements, relative to the retropubic prostatectomy 
procedures. 

The excellent drawings and photographs have been care- 
fully prepared for their anatomical reality, accuracy and 
clarity. The book is thoughtfully arranged for reference 
work and is creditably edited and printed. 

In my opinion, this book should appeal primarily to the 
urologist. However, the general practitioner who is pri- 
marily interested in surgery would find in this book practi- 
cal discussion of all kinds of problems in retropubic pros- 
tatic surgery. 

—R. Lee HorrMann, M.D. 


Prolonged and Perplexing Fevers. By Chester S. Keefer, M.D. and 
Samuel E. Leard, M.D. Pp. 248. Price, $5.50. Little, Brown & 
Co. Boston, 1955. 


Tuts BooK is well written by two men of real teaching 
ability. It gives the sum total of a great variety of case 
histories of patients with fever lasting two weeks or longer. 
The diagnosis was made with difficulty or at autopsy. At 
present, previous therapy on admission to the hospital 
may have altered the classical course of the disease. 
This monograph outlines both common and rare causes 
for such fevers and gives procedures to follow that will be 
helpful in studying the patient and arriving at a correct 
diagnosis. —GeorceE H. Woon, M.D. 


Cerebral Vascular Diseases. Edited by Irving S. Wright and E. 
Hugh Ludcey. Pp. 167. Price, $5.50. Grune & Stratton, New 
York, 1955. 


Tuis BOOK is a transcription of a conference on cerebral 
vascular diseases held under the auspices of the American 
Heart Association, at Princeton, New Jersey, January 24- 
26, 1954. 
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It is an interesting book to read. It covers the subjects in 
logical order, from sociologic and economic aspects of 
cerebral vascular diseases, through embryology, anatomy, 
pathology, physiology and chemistry. Various problems 
are brought up for discussion by members of the panel, 
and, for the most part specific conclusions are reached. 
The book then deals in the same manner with hyperten- 
sion, arteriosclerosis and the emotional problems of cerebral 
vascular diseases. There isa discussion of laboratory studies, 
neurosurgical approaches and anticoagulant therapy. The 
discussions throughout the book are well handled and 
reading is easy. 

This is an excellent book for a reference library. It is a 
good, general, nonspecific review of cerebral vascular 
diseases and includes the latest theories and methods of 
handling such diseases. 

This reviewer would recommend the book highly for 
medical libraries, hospitals, etc., but not as a book for the 
general practitioner’s library. Its main use is for reference. 
It is not specific enough for those interested mainly in 
cerebral vascular diseases. —Robsert M. Mavt, M.D. 


Gestation. Transactions of the first conference, March, 1954. 
Edited by Louis B. Flexner, -M.D. Pp. 238. Price, $5.00. The 
Josiah Macy, Jr., Foundation, New York, 1955. 


AS A GENERAL PRACTITIONER, I find this record of the trans- 
actions of the first conference on gestation very enlighten- 
ing and thought-provoking. An understanding of the 
placental barrier as discussed in this book could be an aid 
to the general practitioner in applying new medications 
to the pregnant mother and fetus. 

Needless to say, the thought-provoking hypothesis and 
theories are well in advance of my physiologic and bio- 
chemical background. This book should be in all medical 
school libraries for research reference, as well as for 
gynecologists, obstetricians and. general practitioners 
especially interested in that phase of clinical medicine. 


—C. R. Brorr, M.p. 


Clues in the Diagnosis and Treatment of Heart Disease. By Paul D. 
White, M.D. Pp. 186. Price, $5.50. Charles C Thomas, Spring- 
field, Ill., 1955. 


Tuts BooK by Dr. Paul D. White of Boston is a well-written 
and readable discussion of all the clues in the diagnosis and 
treatment of heart disease. 

The author puts particular emphasis on the simple clues 
found in the patieint’s own story, clues which so many of us 
fail to remember when eliciting a cardiac history. The sim- 
ple symptoms of difficult breathing, pain and palpitation 
are discussed in detail. 

Clues on physical examination are also discussed in de- 
tail—signs in general, heart sounds and murmurs, and 
blood pressure. 

X-ray examination and electrocardiography are dealt 
with in two chapters of this book. Each of these chapters is 
accompanied by helpful illustrations which facilitate state- 
ments concerning these clues. There is considerable dis- 
cussion of the wide range of normal in both of the tech- 
niques. As the author states, many physicians are more 
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ignorant of the normal than of positive findings in these 
fields. 

The closing chapter deals with clues to therapy. This is a 
concise and complete coverage of this field which should 
prove most helpful. 

This book is a short, concise coverage of the field of heart 


’ disease which covers all symptoms, and it is based on the 


actual practice of medicine. It is the opinion of this re- 
viewer that most general practitioners would find this book 
to be one of the best reviews of the diagnosis and treat- 
ment of heart disease on the market today. 

—Daryt P. Harvey, M.D. 


The Bacterial Factor in Traumatic Shock. By Jacob Fine, M.D. Pp. 82. 
Price $2.75. Charles C Thomas, Springfield, Ill. 


THIS HANDBOOK provides a clear conception of the effect 
of bacterial toxin in traumatic shock. It is not an intensive 
study of the subject but is a concise statement of evidence 
that bacterial action is responsible for cases of irreversible 
shock. 

Experimentation was carried on with dogs as subjects, 
the studies being reported with tables of data on results of 
therapies employed. 

Bacterial toxin is shown to be the deadly weapon of re- 
covery in hemorrhagic, septic, tourniquet and renal shocks. 
The conclusion indicates that an infusion started three 
hours before hemorrhage and completed within an hour 


is more effective than one begun shortly before and coi - 
tinued through shock. Antibiotics given either by systemic 
vein, portal vein or orally appear to achieve successful e/- 
fects through suppression of bacteria in the site of injury 
to the peripheral vascular system. Dr. Fine also concludes 
that shock of two hours’ duration practically abolishes the 
antibacterial defense and causes irreversible shock. 

The study will provide a useful guide for doctors 
dealing with trauma. —Wuu1am E. Lorreruos, 


Ciba Foundation Colloquia on Ageing. Vol. J. Edited by G. E. W. 
Wolstenholme and Margaret P. Cameron. Pp.255. Price, $6.75. 
Little, Brown ¢ Co., Boston, 1955. 


Tuis intRopucEs the first in a proposed series of Ciba 
symposia on the general subject of ageing. Like other sym- 
posia, this volume represents the collected papers and their 
discussion of a meeting held in Foundation House in 
London about one year ago. The authors are research 
authorities in gerontology, their papers are brief and in- 
formative, and the discussions informal and lively. Minimal 
editing allows the reader to get the flavor of this informal 
international meeting devoted more to current research 
and thinking on geriatric problems than to the discussion 
of completed work. 

This book is interesting reading and acquaints the 
reader with the complexity of problems in ageing. It is 
not aimed at the clinical management of elderly patients. 
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Subject matter includes mental and psychologic aspects of 
senescence, functional changes in respiratory and endo- 
crine systems, discussions of nutrition and ageing, and 
tissue techniques for the study of ageing. This symposia 
will be of primary interest to the physician engaged in re- 
search. —Marcus ScCHAar, M.D. 


Practitioners’ Conferences Held at New York Hospital-Cornell Medical 
Center. Edited by Claude E. Forkner, M.D. Pp. 411. Price, 
$6.75. Appleton-Century-Crofts, Inc., New York, 1955. 


Dr. Craupe E. Forxner, who created these conferences 
and served as moderator for many of them, is the editor 
of this new volume. In the compilation of the vast amount 
of clinical material presented at these conferences, Dr. 
Forkner has created a valuable contribution to medical 
literature. 

These conferences are extremely popular among the 
general practitioners in the metropolitan New York area 
and are considered extremely valuable. Dr. Forkner’s book 
is recommended for its wide coverage of the field of med- 
icine—from disorders of the feet to acute poliomyelitis, 
from headache to meningeal tuberculosis. 

Panelists who participated in these discussions represent 
the outstanding authorities in their respective medical 
fields. The published proceedings of the conferences are 
commended, therefore, as an excellent addition to the 
general practitioner’s library. —Sam GaRLAN, M.D. 


Systemic Associations and Treatment of Skin Diseases. By Kuri 
Wiener, M.D. Pp. 556. Price, $17.00. C. V. Mosby Company, 
St. Louis, 1955. 

Dr. WiENER is to be commended on this scholarly treatise 
on the systemic aspects of skin disease—as he says, a 
complement to his earlier work covering the obverse, or 
dermal manifestations of systemic disease. The book is 
divided into two parts: 28 chapters cover approximately as 
many skin disorders in the first part; in the second, every 
type of treatment for skin disease (except topical applica- 
tions) used in the past 30 years is discussed. The numerous 
black and white illustrations are excellent. The concise 
descriptions, both clinical and pathologic, of various 
disease entities, the factual material on dosology, give the 
reader succinct information, made readily available by 
chapter subheadings in the table of contents. 

The author’s style does not make easy reading because of 
the numerous references. This is no drawback, however, 
because this exhaustive assemblage of the experience and 
observations of the world’s dermatologists makes this book 
an excellent reference work. 

For any physician with special interest in diseases of the 
skin this work will make a fine companion volume to a 
standard text in dermatology. It deserves a place in all 
good medical libraries for the occasional use of both the 
general practitioner and the dermatologist. 

M. Rocers, 
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Hemorrhage of Late Pregnancy. By John S. Fish, M.D. Pp. 180. 

Price, $5.50. Charles C Thomas, Springfield, Ill., 1954. 
Tuis Book will give the general practitioner who is in- 
terested in obstetrics a great deal of help in evaluating the 
bleeding of late pregnancy. 

The author feels that while marked gains have been made 
in treating toxemias and infections of pregnancy, not nearly 
enough has been done about the hemorrhages of pregnancy. 
The book can be of great value to the perplexed practitioner 
who may wonder which mother should be sectioned, and 
when. The question of waiting in order to increase fetal 
salvage is well presented. A clearer understanding of 
abruptio, previa and marginal sinus. will be gained from a 
reading of this book. The appendix on case histories is 
especially valuable. 

The only criticism of this reviewer would be that the 
book is not so well organized as it might be, and is therefore 
a little hard to read. However, hemorrhages of late preg- 
nancy are hardly a matter for light reading. 

—Robsert M. Myers, M.D. 


A Textbook of Medicine. 9th ed. Edited by Russell L. Cecil, M.D. 
and Robert F. Loeb, M.D. Pp. 1,786. Price, $15.00. W. B. 
Saunders Co., Philadelphia, 1955. 


Anyone who has studied medicine in the past 25 years is 
probably familiar with Cecil’s Textbook of Medicine, for it 
has been a standard text since the first edition appeared in 


1927. New editions have appeared every three or four years 
since that time, and the present ninth edition continues 
in the tradition of its predecessors. 

The entire field of internal medicine is well covered by 
172 contributors under the direction of five editors. The 
present edition contains many new sections and many that 
have been revised in order to keep the book abreast of the 
rapid advances in the field. 

The printing and binding are excellent, and the illustra - 
tions are about average for a book of this scope. An ex- 
tensive index enhances the value of the book. 

General practitioners will find this a handy reference for 
purposes of review, and one which will give brief articles 
relative to most of the more recent developments in the 
field of internal medicine. —Jesse D. Risinc, 


The Foundations of Surgery. By George Perkins, M.D., Pp. 236. 
Price, $3.00. The Williams e Wilkins Co., Baltimore, 1954. 


THIS SMALL BOOK written by an English surgical authority 
gives a thumbnail sketch of the fundamentals of surgery. 

It describes briefly but vividly the most common physical 
signs, symptoms and treatment of surgical conditions. The 
underlying pathology is emphasized. 

This book is a wonderful brief review designed primarily 
for students, interns and residents, but should be of value 
as a review for the busy general practitioner. 

—James D. Murpuy, M.D. 
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Studies on Fertility. By R. G. Harrison, M.D. Pp. 151. Price, $4.25. 

Charles C Thomas, Springfield, Ill., 1955. 

ALTHOUGH ENTITLED Studies on Fertility, this is really a 
study of the factors in sterility. It is a hopeless book for the 
general practitioner. It is almost hopeless for the specialist, 
since there is only one positive suggestion made concerning 
therapy of sterility. 

It is interesting to learn that impotence is not irremedial, 
and that mechano-therapy of impotence exists. Otherwise 
this is a collection of research papers, sometimes obscure, 
and not recommended for the library of the general 
practitioner. —R. Draper, M.D. 


Diseases of the Ear, Nose and Throat. 2nd ed. By William W. 
Morrison, M.D. Pp. 756. Appleton-Century-Crofts, Inc., New 
York, 1955. 

THE SECOND EDITION of Dr. William Morrison’s book, 

Diseases of the Ear, Nose and Throat, is a testimonial to the 

adequacy and reception of his original book. It is important 

to realize that this text is, in Dr. Morrison’s own words, 

“written entirely for the undergraduate medical student 

and the general practitioner.” It, therefore, answers the 

everyday otolaryngologic requirements of the practicing 
physician. 

In addition, it is somewhat overabundantly supplied 
with surgical details which will appeal to the specialist as 
well. The coverage of diseases common to this specialty is 


broad, with adequate descriptions that are brief and 
factual, followed by useful treatment outlines. Omission of 
the salivary gland diseases is the only shortcoming in Dr. 
Morrison’s subject matter. An excellent formulary pre- 
cedes a timesaving symptom index, as well. 

Dr. Morrison’s second edition is a valuable addition to 
my library. The profusion of illustrations, most of which 
are original drawings by the author, coupled with the 
conciseness and completeness of the text, will make this 
edition equally as welcome as its predecessor in medical 
schools and offices throughout the country. 

—Wiuuiston P. BunTING, M.D. 


‘Also Received 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers. 


Collected Papers of the Mayo Clinic and the Mayo Foundation. Vol. 
46. Edited by Richard M. Hewitt, M.D., et al. Pp. 843. Price, 
$12.50. W. B. Saunders Co., Philadelphia, 1955. 


The Medical Clinics of North America. Cleveland Clinic Issue. 
Diseases of the kidney, endocrine disorders and endocrine therapy. 
Pp. 320. W. B. Saunders Co., Philadelphia, 1955. 


Diabetes Mellitus. By Henry T. Ricketts, M.D. Pp. 123. Price, $3.25. 
Charles C Thomas, Spring field, Ill., 1954. 
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All are supplied in 15 ce., 30 cc. and economical 50 cc. bottles 
with the new Mead calibrated unbreakable plastic ‘Safti- 
Dropper.’ It will not break even if the baby bites it. 


SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY « EVANSVILLE, INDIANA, U.S.A. 
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B complex? 


As a dietary supplement: 1 or 2 tablets daily. 
For stress, or postoperative convalescence: 2 or more tablets daily. 


sur-Bex with 


(ABBOTT’S B-COMPLEX TABLETS WITH C) 


Each SUR-BEX with C tablet supplies: 


Thiamine Mononitrate 6 mg. 
Riboflavin ...... sens . 6mg. 
Pyridoxine Hydrochloride .............- 1 mg. 


Vitamin By2 (as vitamin B)2 conceatrate) .... 2mcg. 
Pantothenic Acid (as calcium pantothenate) .. 10 mg. 


(5 grs.) 300 mg. 
Brewer's Yeast, Dried .........cccseecy (2% grs.) 150 mg. 
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Special Features 


THE SOCIAL SECURITY PARADE 


The following special report has been prepared by the 
Academy's Commission on Legislation and Public Policy. 
It outlines the history of the social security program and 
the rapid and continuing expansion that has received 
legislative approval in the past 20 years. The report in- 
cludes a discussion of HR 7225, a highly controversial 
bill which would permit cash disability payments. This 
bill, recently condemned by the AMA, has been passed by 
the House of Representatives and sent to the Senate 
Finance Committee. The commission urges all Academy 
members and other physicians to study this report so they 
will be informed of the essential facts involved. 


THE HEAVIEST GUNS of organized medicine have again 
opened fire on the nation’s social security system. At a 
recent two-day public relations meeting, top AMA 
officials urged the profession to adopt “the fighting 
spirit that existed in 1949.” Still decrying the waiver 
of premiums or disability “freeze”” provision enacted 
last year (Public Law 761), AMA medical legislation 
experts are no longer content to snipe at compulsory 
physician coverage. During the Truman era, the AMA 
violently opposed disability “freeze” proposals. How- 
ever, littke more than token resistance confronted 
supporters of the Eisenhower-Hobby plan. Momen- 
tarily distracted by the threat of compulsory coverage, 
the profession allowed the “freeze” provision to 
enter via a legislative back door. The AMA’s recent 
declaration of hostilities perhaps indicates that the 
medical profession has thrown off the blanket of 
lethargy and is girding for an all-out campaign. The 
waiver of premium clause became law on September 
1, 1954, 

A more intense blast has been aimed at compulsory 
cash disability benefits as proposed in HR 7225. Last 
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July 18, by a roll call vote of 372-31, the House passed 
this social welfare bill. HR 7225 is now in the Senate 
Finance Committee. Chairman Harry Byrd (D—Va.) 
promptly announced that his committee would not act 
on the bill until the second session of the 84th Con- 
gress. At that time, Byrd plans extensive public hear- 
ings. HR 7225 was rushed through the House under a 
procedure which suspends the rules, bars amend- 
ments, limits debate to 40 minutes and requires a two- 
thirds vote of approval. 

On August 27, the AMA Board of Trustees unani- 
mously voted, for the second time in ten years, to re- 
tain an independent public relations agency. The firm, 
Bozell & Jacobs, Inc., will not direct its efforts solely 
against social security legislation. However, the 
Board’s action will doubtless add firepower to the in- 
creasingly heavy barrage. 


Much of the preliminary planning which precedes social welfare 
legislation takes place in this modern building which houses the 
Department of Health, Education and Welfare in Washington. 
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Legislation which prompts the AMA to seek inde- 
pendent counsel certainly deserves the considered at- 
tention of Academy members. The following report 
highlights the history of the social security system and 
explains organized medicine’s growing concern. For 
the first time since the 1949-50 defeat of national com- 
pulsory health insurance, the AMA plans to broadside 
welfare pressure groups and simultaneously defeat 
proposed legislation which thrusts the foot of the fed- 
eral government into the medical profession’s domain. 


The Dawn of an Era 


In June, 1934, President Franklin D. Roosevelt ap- 
pointed a committee on economic security to prepare 
recommendations for a social security program. On the 
basis of submitted recommendations, a social security 
bill was drafted. It was passed in August, 1935. No 
attempt had been previously made to establish a gov- 
ernment-operated, old age insurance system. By De- 
cember, 1949, wage-record accounts had been pre- 
pared for approximately 80 million people. 

The 1935 version of the bill set up retirement in- 
come funds and provided a cash death benefit for 
widows. The maximum monthly benefit was $85; the 
minimum, $10. The program was to start in 1937 and 
all benefits were to be financed by an equal 1 per cent 
tax on the employer and the employee. Since 1935, the 
government has paid out $44 billion in social security 
benefits and has simultaneously accrued future liabili- 
ties totaling an additional $280 billion. 


The Parade of Amendments 


By 1939, anticipated amendments had gone into ef- 
fect. The basis and formula for computing benefits 
were revised to increase benefits during the earlier 
years of the system; monthly benefits were provided 
for certain dependents and survivors of insured em- 
ployees; supplementary benefits were added for a wife 
who had reached age 65 and for certain eligible de- 
pendent children under-age 18 and the family group 
was given increased security. No monthly benefits were 
to be paid an annuitant for any month during which he 
earned $15 or more in covered employment. The mini- 
mum benefit remained $10 and the maximum, includ- 
ing supplementary benefits, still could not exceed $85. 

The 1939 amendments also eliminated the % of 1 
per cent increase for the years 1940-42. Subsequent 
acts of Congress held the tax rate at 1 per cent until 
January, 1950. 

Additional amendments, enacted in 1950, increased 
benefits for retired workers an average of 77.5 per cent. 
The minimum primary benefit was raised to $20 and 
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the maximum family benefit rose to $150. Also, the 
insured could earn as much as $50 a month in covere:| 
employment without loss of benefits. After reaching 75, 
the insured would receive benefits regardless of earn- 
ings. Benefits for dependent parents and the first sur- 
vivor child were raised to 75 per cent of the primary 
amount and World War II veterans were allowed wage 
credits of $160 for each month of military service dur- 
ing the war period. 

The 1950 amendments also extended compulsory 
coverage to many self-employed people, regularly em- 
ployed agricultural and domestic workers and, by spe- 
cial arrangement, employees of nonprofit institutions 
and employees of state and local governments not al- 
ready under a retirement plan. 

Again, in 1954, the social security system was ex- 
panded. Maximum benefits payable to a single bene- 
ficiary have reached $108.50. Since 1935, minimum 
benefits have been increased from $10 to $30 a month. 
The tax base has jumped from $3,000 to $4,200 and 
the maximum rate of taxation has climbed from 3 per 
cent to 4 per cent. The 1954 amendments also ex- 
tended coverage to an additional 10 million workers. 

As social security taxes continue to eat up larger and 
larger portions of the nation’s total payroll, there seems 
good reason to wonder where, or if, the constant expan- 
sion will stop. What started as a compulsory retire- 
ment income plan now more closely resembles the 
bowsprit of a cradle-to-the-grave social revolution. 


The Disability ‘‘Freeze”’ 


The disability “freeze,” which displeased the AMA, 
is essentially a waiver of premiums provision. HR 7225 
goes even further. It makes totally and permanently dis- 
abled persons, who have reached age 50, eligible to re- 
ceive social security benefits. It is, essentially, a plan 
which establishes compulsory cash disability benefits. 

In addition, HR 7225 would lower the retirement 
age for women from 65 to 62, extend monthly benefits 
for permanently and totally disabled children beyond 
the age of 18 and further expand compulsory social 
security coverage. 

The bill’s sponsors estimate that in 25 years, one 
million workers would be receiving disability benefits 
amounting to $850 million a year. Disability benefits 
would be payable only after a six-month waiting period, 
and the determination of disability would be made by 
the same state agency that determines disability under 
the “freeze” provisions enacted last year. 

To promote rehabilitation, HR 7225 says that a 
person who performs work while under a state re- 
habilitation program would not, solely because he 
works, lose his benefits during the first year. It would 
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also be possible to stop the benefits of anyone who, 
without good cause, refused available rehabilitation 
services. The bill would not provide benefits for de- 
pendents of disabled workers. 


No End in Sight 


The growing list of amendments to the social 
security act make contemplated legislation more closely 
resemble the ‘‘Minimum Standards for Social Security” 
adopted by the Communist-dominated International 
Labor Organization (ILO) at its 1952 Geneva conven- 
tion. The seven objectives of the ILO are: 

1. Old age and survivors benefits—These have al- 
ready been enacted. The ILO, however, wants benefits 
which would enable the insured to live comfortably 
without the necessity of supplementing his income by 
individual effort. 

2. Permanent and total disability benefits. 

3. Weekly unemployment compensation which ig- 
nores the reason for unemployment. This would mean 
the socialization and nationalization of our present 
workmen’s compensation system. 

4. Maternity benefits. 

5. A monthly payment to each family for each de- 
pendent child. 

6. A lump sum separation payment. 

7. Nationalcompulsory health insurance or socialized 
medicine. At the 1952 ILO convention, both the United 
States government and labor representatives voted in 
favor of the above program. Only our employer delegate 
voted against it. 

Benjamin Kendrick, research associate for the Life 
Insurance Association of America, recently estimated 
that the ultimate cost of such a program would be 
between 30 and 40 per cent of the nation’s taxable 
payroll. 

Any discussion of benefits should point out that 
Old Age Survivors Insurance is not actually “‘in- 
surance.” In a true insurance system, each participant 
pays the cost of his own benefits. Under the OASI plan, 
the working population pays taxes which, in turn, are 
used to pay benefits to the nonworking aged population. 

At present, very few people receiving OASI benefits 
have paid in more than 5 per cent of the actual cost of 
their pensions. Employer-employee contributions to 
pensions currently being paid amount to only about 4 
per cent. The remaining 96 per cent is being paid out 
of taxes imposed on workers who have not yet retired. 
Their pensions, in turn, will be paid out of taxes on 
the next generation. Thus, the cost of increased bene- 
fits does not materially affect today’s working popula- 
tion. Instead, it simply imposes an increasingly heavy 
burden on tomorrow’s taxpayers. The nation, in 
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effect, is enacting legislation which will require the 
next generation to provide retirement income funds 
for the present generation. What the next generation 
will think about this arrangement remains to be seen. 

In December, 1954, the House Ways and Means 
Committee released a 72-page report entitled ‘Social 
Security After 18 Years.” This report, completed long 
before the November, 1954, elections, was delayed for 
political reasons. The last 12 pages of the report con- 
tain the following interesting conclusions: 

There is not enough in the $17 billion trust fund to 
pay future benefits to the present beneficiaries. 

Total benefits to some aged couples may aggregate 
several hundred times the amounts they paid in OASI 
taxes. 

As a group, today’s aged on OASI will receive in bene- 
fits almost 50 times the amount they paid in OASI taxes. 

Persons receiving OASI primary insurance benefits 
at the end of 1952 had already received or would re- 
ceive $24 for each $1 jointly contributed by themselves 
and their employers. Independent studies point out 
that by 1954, this ratio probably rose to $30 for each $1 
contributed. 


Disability Determination 


HR 7225, for the first time, introduces the element 
of subjective determination. Previously, eligibility to 
receive benefits could be quickly and easily determined. 
An insured worker was either over or under 65 years of 
age, he either had or did not have dependents and he 
had contributed a known amount to the program. 

Disability determination is not a precise, exact 
science. It depends on the nature and extent of causa- 
tive factors, on a physician’s diagnostic skill and, 
most important, on the integrity of the insured. There 
are many dollar incentives which might tend to pro- 
long disability. 

This facet has long been recognized by the nation’s 
insurance companies. It perhaps explains why the 
disability rate doubled in the single ten-year period 
preceding 1940 and accounts for the widespread adop- 
tion of limited disability benefit provisions. 

The insured patient who has been pronounced dis- 
abled is immediately gathered into the government 
medical care fold. He is cared for under a system 
that bears a marked resemblance to socialized medi- 
cine. Even his rehabilitation is subject to decisions 
handed down by state agencies. 


Immediate Action Urged 


In January, the second session of the 84th Congress 
will convene. HR 7225, which has the popular appeal 
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of all social legislation, will probably receive the im- 
mediate attention of the Senate Finance Committee. 
The influence and results of the planned public hear- 
ings cannot be predicted. Consequently, the Commis- 
sion on Legislation and Public Policy believes that 
immediate action is of the utmost importance. 

After organized medicine defeated national com- 
pulsory health insurance, it became obvious that wel- 
fare pressure groups had already planned an alternate 
approach. Compulsory health insurance was drastic 


WHAT 1S YOUR ‘INSURANCE 


Doctors should study the fine points of life insurance pro- 
grams. This article, authored by the administrative head 


_ of a Waco, Texas, management service for doctors, is in 


part a rebuttal of a special feature entitled “Avoid 
‘Chronic Termititis—In Insurance.” The article, written 
by Mr. Raleigh E. Ross, appeared in the April, 1955 
issue of GP.—PuBLISHER 


Ir you say, “My agent has me all set up,” or “I’m in- 
surance poor now,” you may well profit from a better 
understanding of the life insurance field. You may pay 
out more for life insurance through the years and 
know less about it than about any of your other business 
transactions. 

As Kiplinger’s Changing Times sums it up, “The 
vast bulk of the insurance buying public neither knows 
nor cares about the fine points but is anxious to get 
the most value from its insurance dollars.” 

This article points out some of the fundamental 
guides in choosing life insurance and also raises cer- 
tain questions prompted by an earlier GP article en- 
titled ‘Avoid ‘Chronic Termititis-—In Insurance.” 

Too many people expect their friendly insurance 
agents to see that they get the most value from the 
premiums they pay. But would you let your car dealer 
tell you which car to buy? When considering life in- 
surance, it is well to remember that a businessman 
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legislation which sought overnight changes in the 
nation’s medical economy. That factor, coupled with 
organized medicine’s vigilance, prompted defeat of 
compulsory insurance. 

In the place of yesterday’s compulsory health in- 
surance, we now have a modified approach which seeks 
to accomplish the same objectives. There will be legis- 
lative battles with the outcome depending on the 
medical profession’s continuing concern with the very 
real problems of health and welfare. 


QUOTIENT’? 


BY WILLIAM R. HUNT 


necessarily considers profit first, the public welfare 
second. In the business world, including the life in- 
surance field, there are those who prey on good faith 
and friendliness. Consequently, it’s important to un- 
derstand the fundamentals of insurance. 

Wisdom in life insurance does not come as easily 
as learning the going rate for office space, prices of 
supplies and equipment or a good buy in a car. How- 
ever, all life insurance has relatively simple bases. 

Let’s see what three assumed groups would do if 
there weren’t any life insurance agents around. 


Group A—Basic Insurance 


One thousand men at age 35 estimated that ten of 
their number would die during the year and all agreed 
that the wife of each of the deceased should receive 
$10,000. They each chipped in $100 at the first of the 
year, or a total of $100,000, to meet the expected 
mortality rate. That is pure life insurance on an 
annual basis. 

To continue this plan in the future, however, the 
group needed administrative help. This meant that 
everyone had to pay in an amount above and beyond 
actual mortality costs. With each passing year, more 
died leaving fewer available to spread expenses and 
premiums went up as the group grew older. 

Assuming that the ten deaths occurred seven months 
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from the date each paid his $100 premium, there was 
$100,000 to earn interest for seven months. This 
interest could be a dividend. Other dividends would 
come from any money saved by those living a year or 
more than expected and from any saving in administra- 
tive costs. 

The group decided to average out mortality costs 
over ten years, ending up putting in about $150 a year 
and agreeing to divide the excess after a few years of 
operation. This is ten-year term insurance. 

A group like this, which finances its costs and 
receives the dividends, is a mutual insurance organiza- 
tion. A stock insurance organization is one financed by 
another incorporated group which receives the 
dividends. 

The insuring group then agreed that at the end of 
‘each ten years, up to age 65, the remaining parties 
would continue the plan regardless of their health at 
that time. This is renewable term insurance to age 65. 


Group B—Level Premiums 


Another group decided to take out renewable term 
insurance to age 65 but added the idea of averaging 
the premiums for the entire period, a type of insurance 
called level premium term to age 65. This group would 
pay more in the earlier years than Group A but less in 
later years. The total to age 65 would be the same in 
both groups. 


Group C—Extra Investment 
The third group did the same as Group B but paid 


in more each year to be invested in bonds or real 
estate so that if they lived they would have this invest- 
ment and earnings at age 65. With premiums averaged 
as in Group B, this type of insurance is endowment at 65. 


Group D—Combination 


This group wanted to combine term and endowment 
but wanted to decrease their protection as their 
children grew up. They put in a set amount each year, 
and as mortality costs went up, the payments to bene- 
ficiaries went down. This is commonly called family in- 
come with endowment to age 65. 

There are many other combinations, but basically 
there are only two types of life insurance, term and 
endowment. 


Some Terms to Learn 


You ask what is ordinary life or whole life? It is 
endowment at about age 100. What is 20 pay life? It 
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is endowment at about age 100 with premiums con- 
densed in the first 20 years of the policy. 

Here are some other terms from life insurance jargon : 

Face Value: Amount paid to beneficiaries in event of 
death. 

Cash Value: Amount available to policyholder if 
living. 

Paid Up Insurance: Face value in dollars available 
for life if endowment type premiums are dropped. 

Extended Term Insurance: Period of time policy face 
value remains if endowment type premiums are 
dropped. 

The other options in policies pertain to how you 
want the face or cash value paid out in the event you 
don’t want the lump sum paid at one time. Basically 
these are combinations of spreading out the repayment 
of the principal sum and the interest earned on the re- 
mainder of the principal. It’s somewhat the reverse of a 
house mortgage. 

The insurance companies also offer payments guar- 
anteed for life. This brings in the mortality rates again, 
with the companies figuring on averages, knowing that 
with volume they can’t lose. 


Ways to Profit 


Anytime the companies beat the mortality averages, 
they make money for their stockholders or policyhold- 
ers. In addition, a policy held a few years on a level 
premium basis means a profit to the company if dropped. 
Of course, a cash value built up, but not paid because 
of death of the policyholder, again makes money for 
the company. Thus, good insurance company stock 
can become a good investment because of profit from 
the policyholder’s money. If a company pays. the pol- 
icyholder 3 per cent or less on his endowment money 
but earns 4 per cent or more on taking mortgages, 
more profit comes in. 

A comparison of the premium and distribution of 
profit to a policyholder of stock and mutual companies 
is as follows on a $5,000 ten-year renewable term policy 
at age 31. A $5,000 five-year renewable term policy for 
veterans is also shown to indicate its savings on actual 
mortality and administrative costs. 


Stock Company Mutual Company Gi Insurance 


$48.00 


| | 
| 
l 
Premium fourth i 
year $35.00 m7 $42.60 | 
Policy dividend 
| a fourth year None $24.00 $33.00 
5 
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Term Insurance Issue 


Mr. Ross’ article, “Avoid ‘Chronic Termititis’-—In 
Insurance” (page 131, April, 1955, GP) pointed out 
one term policy that did not appear to be a good buy. 
This article, however, presents only part of the life in- 
surance picture. Analysis of the presentation prompts 
several questions. 

Declaring that term protection is usually the most 
costly type of insurance when carried over a period of 
years, Mr. Ross presented comparative costs as they 
might occur in average cases—for Doctors A and B. 

These two doctors had diverged in the insurance 
roads they selected, Doctor A buying from a large east- 
ern company a $10,000 policy that would provide maxi- 
mum premium protection at lowest annual outlay, 
called adjustable whole life. Doctor B bought $10,000 
20-year term from the same company, reasoning that 
“Even when I can afford to pay more, I’m not going to 
do it. Maybe I'll save the difference, or invest it, or we 
can spend it without any trouble.” 

An examination of their situation in 1975 with regard 
to these two policies selected in 1955, according to 
Mr. Ross’ statement, showed that Doctor A had $10,000 
protection for an average cost of $2.58 a year and that 
Doctor B, with his term insurance, had the same 
amount of protection for a net cost of $61.65 a year. 
During the period, Doctor A had paid in $3,151.60 
and had earned $3,100 cash value, previously defined 
as the amount available to the policyholder if living; 
and Doctor B had paid in $1,323 and had earned no 


cash value. 


On Further Analysis 


If one were to analyze the presentation, these ques- 
tions could be raised: 

1. What would Doctor B have if he put the dollar 
outlay into other investments equal to dollars used by 
Doctor A? He might be better off than Doctor A if liv- 
ing and would definitely give much more to his family 
in event of his death. 

2. What happens to the cash value that Doctor A 
built up by excess premiums in event of death? Actual- 
ly, Doctor A loses that excess, compared to Doctor B, 
if they die. 

3. Doctor A has forced savings, but couldn’t Doctor B 
have saved any extra he had? Of course, Doctor B 
could have forced savings by bank deductions of bonds 
or mutual funds in a trust. The new tax laws allowing 
irrevocable personal trusts of ten or more years make 
tax savings on earnings similar to savings in life insur- 
ance paid to living policyholders. These trusts now can 
be revocable at the time needed, i.e., old age. 


144 


4. Why didn’t Doctor B get renewable term so |< 
could have protection to age 65? He should have, «!- 
though only the better companies now offer renewable 
term policies to age 65. 


Picking Your Underwriter 


You may have decided by now that you are in the 
same position as a man coming to you with a pain. He 
needs some good professional advice and a competent 
diagnosis. How do you go about picking an able in- 
surance man? Here are some yardsticks: 

1. Does he get from you sufficient information as to 
the needs of your particular family should your income 
be out of the picture? 

2. Does he find out what you have in the way of life 
insurance and other property that can be used to meet 
your family needs? He certainly is in no position to 
make a recommendation before obtaining this informa- 
tion. 

3. What specialized training has ‘he had? Has he 
completed the course of study offered by the Life Un- 
derwriters Training Council over a two-year period? 

4. Has he qualified for the degree of Chartered Life 
Underwriters (CLU) ? This usually covers a five-year 
period of study with examinations. 

5. Is he informed on current tax planning? 

A competent professional life underwriter whom you 
can consult freely may be of tremendous value in help- 
ing you with the details of insurance and making rec- 
ommendations upon which you can base your decision. 
Reading on your part, to be able to understand his rec- 
ommendations, may be invaluable. You may expect the 
reading available to vary in conclusions as to the cur- 
rent question of whether or not term insurance is your 


best buy. 


Authoritative Literature 


If you are going to make a quick decision, send 49 
cents to the Kiplinger Magazine, Washington 6, D.C., 
for the 1955 edition of 99 New Ideas and study the ar- 
ticle on page 33. Complete books on the two sides are 


_ McGraw Hill’s Life Insurance and Insurance and Your 


Security by E. A. Gilbert. 

An article in Medical Economics, February, 1954 is- 
sue, “Buy Life Insurance—But Not as an Investment,” 
by David A. Norton, and the Signet pocket book, Con- 
sumer’s Guide, by Margolius, pull for term insurance, 
while many insurance agents would not recommend re- 
newable term insurance. First, their commission is 
much less, with no future leverage of getting you to 
convert to a better commission policy such as converti- 
ble term gives. 
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Second, your insurance agent may know that you 
can’t save money for retirement and so sells you an en- 
dowment type policy to force you to save for yourself. 
Now, here is a valid reason not to buy term; but you 
just can’t buy enough in endowment or ordinary life 
policies to assure you much more than good food after 
your 65th birthday table has been cleared. With infla- 
tion the rule rather than the exception, an insurance 
retirement plan would mean even less. 

If you are really interested in retirement, your best 
plan is to lower your standard of living now—then 
save and invest wisely. As James J. Hill, the great em- 
pire builder once said, ‘“The test for success is simple 
and it is infallible. It is, ‘Are you able to save money ?’ ” 

The past and present degree of your ability to save 
money provides a good index to the type of policy you 
need. The amount of insurance you should carry de- 
pends on the protection you need to give your family 
to replace the loss of your earning power in the event 
of death. 


Guiding Principles 


The conclusions of the writer on types of companies 
and policies are generally as follows, although individ- 
ual circumstances may warrant some changes: 

1. If you are more than 50, use a stock company, in 
that dividends of a mutual company take too many 
years to do much better. If under 50, use a mutual 
company with at least $500 million of business in force. 


2. If you are under 40, use renewable term complete- 
ly if you do not tend to be a spendthrift. Any savings 
should be divided into E bonds, good mutual funds and 
other sound investments. (Send $1.00 to the American 
Institute for Economic Research, Great Barrington, 
Massachusetts, for How to Invest Wisely.) 

3. If you are under 40 years of age and tend to be a 
spendthrift or cannot take time to set up a complete 
investment program, use ordinary life with a decreasing 
term rider. 

4. If you are more than 40 years of age and have little 
indebtedness, use ordinary or whole life unless you take 
time to invest very wisely, then use part renewable term 
or decreasing term. 

5. If you are a spendthrift more than 40 years of age, 
use endowment at age 65. 

6. If you want to insure your children’s education, 
insure yourself, not the life of the child. 

It should be apparent that no one should take pre- 
cipitant action in choosing his life insurance and that 
too often life insurance has mostly been “‘sold,”” when 
actually it should be bought. In summary, a guide for 
“buying” life insurance should include: 

1. Evaluation of your assets and obligations. 

2. Your needs for life insurance protection. 

3. Complete information on common types of life 
insurance policies. 

4. Statistics on investments in life insurance policies, 
United States bonds, good mutual funds, common real 
estate and “blue chip” stocks. 


The Scientists’ Responsibility 


WHERE SCIENTISTS used to be reluctant to talk to reporters, 
some now seem too eager. One of the best papers presented 
at the 1954 AAAS meeting was also one of the most severely 
criticized on the score that the author’s press-room abstract 
claimed too much credit and originality. The results of the 
Salk vaccine studies were released in what was probably the 
largest scientific press conference ever held. Granting the 
great public interest and the unusual circumstances, the 
magazine Newsweek still described the event as having a 
“circus atmosphere,” an atmosphere made doubly unfortu- 
nate by the disappointment and confusion that quickly 
followed. 

More recently, a columnist in the New York Times has 
criticized the televised March of Medicine program for going 
beyond the bounds of discretion and providing additional 
justification for the previously heard criticism that televised 
medical programs have sometimes shown a_ tendency 
toward sensationalism. 

Several years ago a book on sexual behavior was released 
to the press before it became available to anyone else. The 
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book had good publicity value, and stories about it prob- 
ably helped to sell thousands of extra copies of newspapers 
and magazines. But some of the reporters who wrote those 
stories were critical, on the excellent grounds that scientific 
work should first be subject to the critical appraisal of other 
scientists. 

Professional science writers want their reports to be ac- 
curate. Facts are checked, reference sources are used, dif- 
ferent points of view are examined, and frequently several 
different scientists are consulted on a single story. As a 
result there has been much excellent popular reporting of 
scientific work. But there are also deadlines to be met, and 
no reporter wants to be scooped on what looks like an 
exciting story. Inaccurate and exaggerated reports thus 
sometimes get published. But the reporter is not wholly at 
fault; he is at the mercy of the scientist whose story he is 
telling. If the original report is obscure, or is treated in a 
sensational manner, or claims too much originality, the 
primary blame for an inaccurate story falls on the scientist. 
He may get wide publicity the next day, but he has done a 
disservice to his newspaper friends, his colleagues, and his 
science.—D. W., Editorial, Science, 122:271, 1955. 
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AN ACADEMY OFFICER'S PROFILE... 


Arthur S. Haines, M.D. 


Dedicatory Honor for Director Haines 


THE DEDICATION of the medical library of St. Clair 
Memorial Hospital to Dr. Arthur S. Haines of Pitts- 
burgh, Pennsylvania denotes the esteem with which 
members of his profession hold this member of the 
Academy’s Board of Directors. 

In 1944 Dr. Haines organized and founded the St. 
Clair Memorial Hospital Association which eventually 
led to the building of the hospital and its opening in 
February, 1953. Dr. Haines takes particular pride in 
its fully organized Department of General Practice. 

For the association’s first three and a half years 
he served as president of its board of directors and 
since that time has continued as a board member. 

In recognition of his efforts in making the hospital 
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possible, members of the staff of St. Clair and ‘he 
members of the Pennsylvania chapter of the Acadesy 
dedicated the medical library in his honor. Special 
dedicatory ceremonies were held at which time a 
plaque bearing his name was placed in the library. 

Dr. Haines was born September, 1891 in Williais- 
burg, Pa., the son of James L. and Louise Rush Haines, 
He received his B.S. degree as well as his M.D. at the 
University of Pittsburgh. Following his graduation 
from medical school in 1916 he interned at Columbia 
Hospital, Williamsburg, Pa. 

He spent three years of assistantship in general 
surgery and gynecology in the Pittsburgh hospitals. 
His practice was limited to surgery until 1933 when 
he moved into a new area of Pittsburgh for the purpose 
of establishing a hospital. He then broadened his 
practice, doing general practice with emphasis on sur- 
gery and diagnosis. He continued this practice until 
his retirement in 1949. For several years he was also 
an instructor in clinical diagnosis at the University 
of Pittsburgh Medical School. 

Dr. Haines became a member of the Academy 
shortly after its founding and has served the organi- 
zation in many ways, culminating in his election to 
the Board of Directors in 1954 at the Assembly in 
Cleveland. He is also a member of the Commission on 
Hospitals and formerly served one year as chairman 
of the Committee on Constitution and By-Laws. 

Also active in the Pennsylvania chapter, he has 
served as its president and as a member of its board 
of directors. He represented the Keystone State in 
AAGP’s Congress of Delegates until he was elected to 
the Board. Aside from his Academy affiliations, Dr. 
Haines is a member of the Allegheny County Medical 
Society, the Pennsylvania State Medical Society and 
the American Medical Association. 

This native Pennsylvanian has always been active 
in civic affairs. He is particularly interested in Lions 
International, serving as the state’s highest officer for 
two years and another two years on its board of 
directors. 

Actually, a directorship comes very natural to Dr. 
Haines, having served from time to time as a bank 
director, church trustee, and on the board of other 
businesses. 

He is a Mason, a member of the Presbyterian church 
and Sons of the American Revolution. He also has the 
distinction of being listed in Who’s Who in the East. 

While his health permitted, Dr. Haines’ chief 
hobby was gentleman farming, being particularly inter- 
ested in horses. 

Dr. Haines was married in 1943 to the former Miss 
Ramona Peirce. His first wife. Mrs. Pearl Haines, died 
in 1940. 
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First Day of 1956 Assembly Program of Unusual Interest 


Washington Opener Views Behavior Problems, 


Religion and Medical Perspective 


A PANEL on behavior abnormalities, the rapport be- 
tween medicine and religion, and a perspective on 
medicine have been teamed together for the Assembly’s 
scientific program opener March 19 in Washington, 
D. C. Six top authorities chosen by the Committee 
on Scientific Assembly will discuss these subjects. As 
in the past, selected scientific exhibits will supplement 
the lecture program. 


“Demeanor” Panel Opens Program 


The opening 90 minutes of the Monday program will 
be devoted to one of the most intriguing subjects in 
Assembly history: ‘Disturbances and Disorders of 
Demeanor.” This title is obviously an alliterative way 
of saying “abnormalities in behaviorism,” but the sub- 
ject matter will certainly cover more facets of the prob- 
lem than are suggested by the alternate title. Actually, 
this panel discussion will take up two principal prob- 
lems: 1) Juvenile Delinquency; and 2) Adult Devi- 
ations. Under the second heading will be considered: 
a) Psychopathic Personalities; b) Sexual Deviates and 
Habitual Criminals; c) Neuroses; and d) Narcotic and 
Barbiturate Addiction. Stress will be put on the etiol- 
ogy and basic motivations in each of these conditions, 
as well as on methods of recognition, therapy and con- 
trol. The role of the general practitioner will be re- 
viewed in each instance. 

The “faculty” which has been assembled to handle 
these discussions is obviously well qualified to take its 
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scope and many ramifications in stride. To moderate 
the group, Dr. E. I. Baumgartner, committee chair- 
man, has selected Dr. George Raines, director of the 
Department of Psychiatry at Georgetown University 
in Washington, head of the Neuropsychiatry Branch 
of the Navy’s Bureau of Medicine and Surgery, and 
one of the country’s outstanding authorities in his 
chosen field. He numbers among his association affilia- 
tions the Association for Research in Nervous and 
Mental Diseases, the American Neurological Associa- 
tion, the American Association of Neuropathologists 
and the American Psychopathic Association. 

The second panel member is Dr. Mabel Ross, men- 


Two members of the distinguished panel which will open the 1956 
Assembly program. 
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BLUE 
AT 
BREAKFAST? 


BONADOXIN 


(BRAND OF MECLIZINE HCL, PYRIDOXINE HCL) 


stops morning sickness 


COMBINATION 


Chicago 11, Illinois 


* TRADEMARK 


In 100 patients with severe nausea and vomiting, 
Weinberg reports 88% good to excellent results.! 
In another series, BONADOXIN abolished 
vomiting in 40 of 41 gravida, eliminated 

nausea in 30 of the 41.2 


Each BONADOXIN tablet contains: 


Mild cases: One BONADOXIN tablet at bedtime. 
Severe cases: One at bedtime and on arising. 
In bottles of 25 and 100, prescription only. 
Also indicated in post-radiation sickness, 
nausea following surgery, Méniére’s syndrome. 
1. Weinberg, Arthur and Werner, W. E. F.: Bonadoxin, a new effective 
oral therapy for hyperemesis gravidarum. Am. Pract. and Dig. of 


Treatment. In press. 2. Personal communication. 3. Berenson, F.: Bona~ 
doxin: oral therapy for nausea and vomiting of pregnancy. In press. 
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tal health consultant of the New York Regional Office 
of the Federal Department of Health, Education and 
Welfare. Dr. Ross has given special interest to the 
problems of juvenile delinquency, as evidenced by her 
frequent contributions to the professional literature. 
After her M.D. from Iowa and special training in public 
health at Harvard, she did an extensive tour of clinical 
study at St. Mary’s Hospital for Children in New York 
and at Johns Hopkins. Her work has ranged from 
director of the Outpatient Department at Colorado 
Psychopathic Hospital to psychiatrist in the Emer- 
gency Medical Service of the British Ministry of Health. 
Just to prove that her professional acumen is not lim- 
ited to juveniles, she’s the author of Js There a Grand- 
parent in the House and co-authored You and Your 
Aging Parents. 

Another HEW authority to add luster to this panel 
is Robert H. Felix, M.D., director of the National 
Institute of Mental Health at Bethesda, Maryland—a 
post he has held since its inception in 1949. Dr. Felix 
is a University of Colorado graduate and also trained 
at the Psychopathic Hospital in Denver and at Johns 
Hopkins, where he received his Master’s in Public 
Health in 1942. He served at the Coast Guard Acad- 
emy during World War II and in 1944 headed the 
PHS Mental Health Division, forerunner of the pres- 
ent Institute. Dr. Felix is a member of the Group for 
the Advancement of Psychiatry, the Commission on 
Mental Health, Training and Research, the National 
Association for Mental Health, and the Southern Psy- 
chiatric Association, of which he is past president. His 
professional interests have made him an extensive 
traveler. In 1948 he was a delegate to the International 
Congress on Mental Health (London) ; in 1949 he was 
a technical advisor at the Second World Health Assem- 
bly (Rome); in 1951, U.S. chairman at the Fourth 
International Congress (Mexico). He is currently serv- 
ing on the Expert Advisory Panel on Mental Health 
of WHO. 

The fourth member of this scintillating panel is 
Manfred S. Guttmacher, M.D., chief medical officer of 
the Medical Service of the Supreme Bench of Balti- 
more, a post he has held since 1930. Dr. Guttmacher 
is on the faculty of both Johns Hopkins and the Uni- 
versity of Maryland, and is psychiatric consultant to 
the Veterans Administration and the Surgeon Gen- 
eral’s office. He served as a lieutenant colonel in the 
Marine Corps during World War II, receiving the 
Legion of Merit in 1945. He is on the medical advisory 
board of Seton Institute. In addition to numerous 
contributions to the literature on forensic psychiatry 
and sex offenses, Dr. Guttmacher is the author of 
The Last King, a penetrating biographic study of King 
George III. 
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Religion and the Philosophy of Disease 
After being steeped for 


90 minutes in the purple 
fogs of “deviated” minds 
and emotions, the first 
post-recess lecture Mon- 
day afternoon should 
come as a refreshing con- 
trast. For this year’s Com- 
mittee on Scientific 
Assembly has had the 
courage to present a topic 
which most program com- 
mittees might have shied 
away from: ‘‘Medicine 
and Theology.” Before 
the audience, too, starts 
to sneak up the aisles, we hasten with assurance that 
you won’t find an ounce of cant in a carload, in this 
lecture. Its purpose is to examine the essential points 
of rapport between religion and medicine, to point 
up the ways in which minister and physician may 
supplement each other’s efforts, to the end that the 
objectives of both may be better served. It is a 30 
minutes that is guaranteed to be as stimulating (and 
even entertaining) as it is challenging. 

Those who know tell us the committee picked the 
perfect man for the job: Rev. Das Kelley Barnett, who 
is associate professor of Christian Ethics of the Epis- 
copal Theological Seminary of the Southwest and Pro- 
fessor of Marriage and Morals at the University of 
Texas. Dr. Barnett has recently completed resident 
work for his Ph.D. at Yale Divinity School. His earlier 
teaching responsibilities have included Duke, Mercer 
and Yale. For the past ten years he has been active in 
the field of marriage counseling, working closely with 
the medical profession. “I refer cases to the gynecolo- 
gists and pediatricians, and they refer cases to me” is 
the way he describes it. No physician who sees in med- 
ical practice something beyond chemotherapy will 
want to miss this thought-provoking talk—by a man 
who, of all things, collects guns as a hobby! 

The first day’s program will close on an exceptional- 
ly high note, both as to subject and the man who pre- 
sents it. The subject is “The Changing Pattern of Dis- 
ease.” In the stress and ever-increasing pressures of 
today’s medical practice—particularly for the family 
doctor—it is easy to begin losing one’s perspective on 
where we have come to along the medical road. If we 
paused long enough to look back along the path—to 
examine the new types of diseases which have devel- 
oped, their changing severity, and the influence of 
stress, emotions and new therapies—perhaps we could 


Rev. Das Kelley Barnett 


Will bring the bright stars 
of medicine and theology into 
conjunction. 
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FOR PRENATAL SUPPLEMENTATION 
YOU CAN CHOOSE BETWEEN THESE 2 EASY-TO-TAKE FORMULAS 


vitamin-mineral capsules 


Mead prenatal vitamin-mineral capsules 


One Natalins—PF capsule t.id. or 1 Natalins 
capsule t.id. supplies vitamin A 6000 units; 
vitamin D 600 units; ascorbic acid 100 mg.; 
thiamine 3 mg.; riboflavin 4.5 mg.; niacinamide 
30 mg.; pyridoxine HC] 3 mg.; calcium panto- 
thenate 3 mg.; folic acid 1 mg.; vitamin By2 (crys- 


talline) 1 mcg.; iron (from ferrous sulfate) 22 mg. 
° One Natalins-PF capsule t.i.d. supplies cal- 
cium carbonate to provide 450 mg. of phos- 


phorus-free calcium. One Natalins capsule 
t.i.d. supplies veal bone ash to provide cal- 
cium 375 mg., and phosphorus 188 mg. 


both alike 
in patient acceptability 


small size... 
easy to swallow 


small dosage... 
one capsule t.i.d. 


economical, too 


SYMBOL OF SERVICE TO THE PHYSICIAN 
MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 
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bring the problems of our 
present job into sharper 
focus. The helmsman 
steers the ship more effi- 
ciently if he takes an occa- 
sional look at the log as 
well as the chart and com- 
pass. 

To get this kind of 
counseling, the committee 
went right to the top of 
the heap—Dr. Leonard 
A. Scheele, Surgeon Gen- 
eral of the U.S. Public 
Health Service. Every 
physician in America 
“knows” Dr. Scheele; the many who have heard him 
know, as well, his abilities on the lecture platform. 
He has been associated with the Public Health Service 
since 1933, except for four years when he served with 
the Public Health branch of the Army in Africa, Italy 
and at SHAEF. He has received the United States 
Legion of Merit and Typhus Commission Medal, the 
Croix de Guerre and the Ordre d’hygiene Publique of 
France, as well as decorations by the Cuban and Italian 
governments. A member of the Founders Group of the 
American Board of Preventive Medicine, he numbers 
among his organizational affiliations so many well- 
known groups as to defy listing in this space. We are 
honored that Dr. Scheele has made time in his busy 
schedule to appear on our program. 


Leonard A. Scheele, M.D. 


Will examine the road med- 
icine has traveled to its pres- 
ent position. 


Young Doctors Eligible for Mead Johnson 
Awards Asked to Contact AAGP Headquarters 


ANY YOUNG bDocror who has completed his internship 
or military service and can start a residency in July, 
1956 is eligible to apply for a Mead Johnson General 
Practice Scholarship Award. 

Dr. M. B. Glismann of Oklahoma City, Okla., chair- 
man of the Mead Johnson Scholarship Award Com- 
mittee, reports that appli- 
cation blanks are available 
on request at the AAGP 
office in Kansas City. 
Blanks should be filled out 
and returned to that office 
by February 1, 1956. 

Dr. Glismann stresses 
that this is a program 
which belongs to all Acad- 
emy members, and, in or- 
der to function properly, 
needs their interest and 


cooperation. Members knowing of suitable candidates 
for the residency scholarship are asked to submit the 
names of these persons to the Academy’s Mead John- 
son Committee. 

Now going into its fifth year, the fund program 
created by Mead Johnson and Company of Evansville, 
Ind., allows for an annual award of $1,000 to each of 
ten medical graduates to aid them in taking a resi- 
dency in general practice. The ten winners are selected 
by the Mead Johnson Award Committee on the basis 
of scholarship, professional aptitude and fitness for 
general practice. 

The desirability of formal training beyond a one- 
year internship to help equip the modern general prac- 
titioner for his responsibilities becomes even more 
important with the new requirements for membership 
in the Academy. 

All new Academy members must now have com- 
pleted at least one year of rotating internship or the 
equivalent in postgraduate training, and in addition, 
must have completed (1) two years of graduate train- 
ing acceptable to and approved by the Commission 
on Education, or (2) one year of graduate training 
followed by two years of general practice, or (3) three 
years of general practice. Thus, future aspirants to 
Academy membership will find it greatly to their 
benefit to have included a general practice residency 
in their educational training. 

At the present time the following young men are 
taking general practice residencies in approved hos- 
pitals with the assistance of a Mead Johnson Scholar- 
ship award: 

SaMUEL R. Barot, M.p., Hunterdon Medical Center, 
Flemington, N.J.; Norman R. Bares, M.D., Univer- 
sity of Colorado Medical Center, Denver, Colo.; Joun 
E. Bennett, M.D., Akron General Hospital, Akron, 
Ohio; Henry C. Cuarrant, M.D., City Hospital of 
Akron, Ohio; Watrer C. FELSENSTEIN, M.D., University 
of Colorado Medical Center, Denver, Colo.; Joun 
Munn Heng, M.D., Monterey County Hospital, Salinas, 
Calif. 

Hersert H. Hicks, M.p., University of Colorado 
Medical Center, Denver, Colo.; Grratp Francis 
NANGLE, M.D., University Hospital, Baltimore, Md.; 
Rosert M. Worth, M.D., San Mateo Community Hos- 
pital, San Mateo, Calif.; and Bury J. Youncsioop, 
M.D., Oklahoma University Hospitals, Oklahoma City, 
Okla. 

Other members of the Mead Johnson award com- 
mittee are Drs. John E. Foster, Lineville, Ala.; 
Marjorie E. Conrad, Wilmington, Del.; Ralph E. 
Cross, Johnson City, Tenn.; Richard R. Chamberlain, 
Maplewood, N.J.; and Frank D. McCarthy, Sioux 
City, Ia. 
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Hematinic Lederle 


the most 
potent 
all oral 
hematinics 


One capsule daily for treatment and maintenance of 


all treatable anemias, including pernicious anemia. _———_ 
Each capsule contains: Vitamin B,, with 
Intrinsic Factor Concentrate ... 1 U.S.P. Oral LEDERLE LABORATORIES DIVISION 
Unit; Vitamin B,, (additional) . . . 15 mcgm.; american Cpanamid 
Powdered Stomach . . . 200 mg.; Ferrous 
Sulfate Exsiccated .. . 400 mg.; Ascorbic Acid 
(C) er mg.; Folic Acid ... 4 mg. REG. U.S. PAT. OFF. 
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(Left) Representative John D. Dingell’s death removed from Congress 
a leading proponent of compulsory national health insurance. 
(Right) Academy Member W. R. Stovall, chief of CAA’s medical 
division, strongly supported the proposed study. 


Trends and Events in the Nation’s Capital 


Heart Attack Fatal to Representative Dingell 


Tue DEATH of Representative John D. Dingell of Mich- 
igan has removed from Congress the most articulate— 
and probably the last—proponent of compulsory na- 
tional health insurance. 

Frail of physique but a formidable debater, the New 
Deal Democrat lent his name year after year to the well- 
known and feared Wagner-Murray-Dingell bill. New 
York Senator Robert F. Wagner has been dead for 
yearsand Senator James E. Murray of Montana remains 
an active member of Congress but he has long since 
ceased pressing for enactment of government health 
insurance. It was Representative Dingell alone who, in 
Congress after Congress, continued to reintroduce his 
highly controversial bill and make speeches in support 
of its passage. 

In recent years, neither Murray nor any other 
senator has sponsored such a bill. In the House, one 
or two members besides Dingell—notably Repre- 
sentative Emanuel Celler, of New York—has intro- 
duced the measure but it was only as a token of 
respect to the Michigan gamecock. Neither Celler 
nor anyone else on Capitol Hill had given the drastic 
plan anything but lip service, and very little of that, 
since the latter part of the Truman Administration, 
with the notable exception of Representative Dingell. 

As top ranking Democratic majority member of the 
powerful House Ways and Means Committee, next 
only to the chairman, Dingell was planning to cam- 
paign anew for compulsory health insurance in 1956. It 
had been made known also that he would try hard for 
passage of his bill to provide hospitalization at govern- 
ment expense for aged persons, widows and children 
receiving benefits from old age and survivors insurance. 


CAA Medical Standards’ Investigation Slowed 


The many thousands of general practitioners who 
perform fight fitness medical examinations for Civil 
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Aeronautics Administration certification of pilots have 
a stake in the unusual situation at CAA which was 
recently disclosed. 

Last summer Congress, in passing appropriations 
for operation of this federal agency, included $100,000 
to finance a thorough investigation of medical stand- 
ards and procedures. This was done upon recom- 
mendation of Administrator F. B. Lee, who warned 
that a reappraisal of fitness standards and examining 
procedures was vital to the safety of transport plane 
passengers and crews. 

Dr. W. R. Stovall, chief of CAA’s medical division 
and a former president of Aero Medical Association, 
strongly supported the proposed study. However, 
questioning of CAA officials by newsmen has uncov- 
ered the information that nothing has been done 
toward launching the inquiry nor are there any plans 
in readiness to do so. 


New AEC Biology and Medicine Chief 


Atomic Energy Commission’s Division of Biology 
and Medicine, which has taken on new importance 
with the advent of President Eisenhower’s “atoms for 
peace” program, received a new chief on October 1. 
He is Dr. Charles L. Dunham, who had served as 
deputy chief since July, 1954. . 

Dr. John C. Bugher resigned as head of the division 
to return to his former post with the Rockefeller 
Foundation. A few days prior to his departure, the 
commission presented to him its Distinguished Service 
Award and its Superior Accomplishment Award. The 
latter carries an honorarium of $2,000. 

The citation for the Distinguished Service Award 
says, in part: 

“Under Dr. Bugher’s vigorous leadership, the use 
of atomic reactors as sources of radiation in biomedical 
research and in the treatment of human disease has 
been materially advanced, and through his efforts the 
construction of the first reactors specifically designed 
for medical research has now been authorized.” 

The other citation stated that “he has actively en- 
couraged the development of peacetime application of 
medical diagnosis and therapy” and praised the role 
taken by Dr. Bugher in atomic tests both overseas 
and in Nevada. 


Columbus to Get VA Area Medical Office 


The Veterans Administration announced plans in 
late September for establishment of a new area medical 
office at Columbus, Ohio. It will supervise hospital, 
domiciliary care and outpatient clinic activities in 
Indiana, Kentucky, Michigan and Ohio. 
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Sears-Roebuck Foundation to Finance 
Physicians Starting into Practice 


PHYSICIANS SEEKING to establish practices but unable 
to get full local financing are now eligible for ten year 
loans ranging up to $25,000. The plan is being offered 
by the Sears-Roebuck Foundation. The American 
Medical Association has offered guidance in choosing 
the loan recipients. 

At least one loan in each of five regions across the 
nation will be given this year under an original 
$125,000 foundation grant. It is launched in connec- 
tion with the AMA as “an investment in individual 
incentive.” 

The program is designed to be self-expanding, with 
all repayments to be used for further grants. Thus, 
every grant made will help to establish still another 
medical practice where needed. Spokesmen for the 
foundation say young physicians often lack capital and 
business “know-how.” The plan is intended to fill this 
gap with long-term, low-cost assistance. 

Applications will be screened by an advisory board 
appointed by the AMA. Placement offices of state 
medical societies will help in getting the program 
started. 


Private Medical Examinations Urged 
For Pennsylvania School Children 


Earty in September, Pennsylvania state health and 
educational officials urged parents to have school chil- 
dren receive medical examinations from their family 
doctors rather than through the scheduled schooi 
health program. 

First of all, the state health department pointed out, 
**No one can know better than the family physician and 
dentist the true medical history of a child.” 

Dr. Berwyn F. Mattison, state secretary of health, 
and Acting Superintendent of Public Instruction 
Ralph C. Swan recommended examinations by family 
physicians and dentists to avoid delays in ascertaining 
the physical condition of students. 

Dr. Mattison said the widespread impression that 
school children in Pennsylvania must be examined by 
school doctors or dentists was an erroneous interpre- 
tation of the school law. Health requirements can be 
met by providing school officials with a medical or 
dental report of examination by a practitioner of their 
own choice at personal expense. 

A record enrollment of 2,288,000 children in Penn- 
sylvania’s public, private and parochial schools is de- 
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laying the usual school health examinations, which 
were scheduled to begin October 1 and continue 
through May 15, 1956. 

The health department further stressed that if chil- 
dren are to get maximum benefit from their studies 
their physical condition is of utmost importance. Any 
sight or hearing deficiencies should be known as soon 
as possible, and children found to have other physical 
handicaps, including orthopedic conditions, should 
have the benefit of available special education facilities. 


Washington, D.C. Community Telephone 
Service Project Gives Cancer Answers 


A TELEPHONE answering service for questions on cancer 
has been held the past few months in Washington, 
D.C. as a community education service. It is sponsored 
by the District of Columbia Division of American 
Cancer Society. 

The operation which began in September and will 
continue through this month has been relatively sim- 
ple. For one hour, 7-8 p.m., each Monday night 
throughout these months, a physician has been an- 
swering questions on cancer via telephone. By calling 
the office of the local cancer society, questions on this 


disease, other than those related to diagnosis or pre- 
scription, are answered by a medical authority. . 

The purpose of these “Cancer Answers” is to stimu- 
late early detection, acquaint persons with the facts on 
cancer and to inform the public of the local cancer 
services and facilities available. 

The program is presented in cooperation with the 
cancer control committee of the District of Columbia 
Medical Society and the professional education com- 
mittee of the local cancer society. Early in September 


Dr. Raymond T. Holden, chairman of the D.C. cancer | 


society’s medical committee, said ““The response to the 
series of Cancer Answers conducted earlier this year 
points up its importance to the people of Washington 
and the program is resumed to meet this need.” 


John G. Walsh Writes on Integrating 
General Practitioners in Hospitals 


HOSPITAL GOVERNING BOARDS were urged to set up de- 
partments of general practice in an article authored by 
Dr. John G. Walsh of Sacramento, Calif., a member of 
the Academy’s Commission on Hospitals, in the Sep- 
tember issue of Hospital Progress, official journal of the 
Catholic Hospital Association. 
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Dr. Walsh, a regional 
chairman of the Com- 
mission on Hospitals for 
Alaska, California, Ha- 
wali, Oregon and Wash- 
ington entitled his article, 
**A Challenge to the Gov- 
erning Board—How Do 
You Integrate the General 
Practitioner ?” 

Following acceptance of 
his article, Dr. Walsh was 
asked to speak on this sub- 
ject at the recent Institute 
for Hospital Administration at the University of San 
Francisco. The institute, sponsored by the Catholic 
Hospital Association of the United States and Canada 
and the Western Conterence of Catholic Hospitals, 
was attended by 65 hospital administrators. 

There Dr. Walsh stressed the importance of the 
private hospital as an educational center and particu- 
larly emphasized the necessity for governing boards in 
such hospitals to develop family doctor educational 
programs and general practice residencies. 
Completing a busy summer, Dr. Walsh who is now 


John G. Walsh, M.D. 


immediate past president of the California chapter. 
was one of five guest speakers selected for a cancer 
conference on September 30 in San Francisco. His 
topic was “Diagnostics in Cancer Work.” The con- 
ference was sponsored by the California division of 
American Cancer Society. 


Marriage Clinic, AAGP Member's Project, 
Gets Good Results in Three-Year Span 


Tue Tutsa MarriaGe Cuinic which was instigated by 
Dr. W. B. Boone, a member of the Tulsa chapter of the 
Academy of General Practice, is now into its third year 
with the reconciliation of 77 couples to its credit. 

“We have found the technique of counseling with 
troubled married people a great deal of help in curing 
the ills of the marital relationship,” Dr. Boone com- 
mented recently. 

Counsel sessions which are called only upon re- 
quest of the couple wanting help, are held in the 
YMCA Building. A small panel which has a different 
membership each meeting time, consists of a minister, 
a doctor, a lawyer and a business man. Whena couple on 
the brink of separation wishes a counsel session, they 
notify the panel secretary who in turn notifies members 


a 
. 
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serving on the Marriage Clinic steering committee. 

The clinic has been endorsed by the Tulsa County 
Bar Association, Tulsa chapter of the Academy of Gen- 
eral Practice, Ministerial Alliance, Chamber of Com- 
merce, Tulsa County Medical Association and by 
district and juvenile judges. 


Dr. Frohman Named Local Arrangements 
Chairman for Washington Assembly 


Dr. I. FRoHMAN 
of Washington, D. C., a 
former member of GP’s 
Publication Committee, 
has been named chairman 
of the Local Arrangements 
Committee for the Eighth 
Annual Scientific Assem- 
bly next March in Wash- 
ington. He was also sig- 
nally honored in June 
when he was elected chair- 
man of the Section on 
General Practice of the 
AMA. 


|. Phillips Frohman, M.D. 
AMA Section chairman 
Draws Second Honor 


Doctors to Benefit from Six Standard 
Insurance Forms Developed by HIC 


A set of six standard accident and health insurance 
claim forms has now been developed by the Health 
Insurance Council which will cut to a minimum the 
doctor’s burdensome work of filling out such forms. 

Though the extension of voluntary health insurance 
to a record number of persons is highly encouraging, 
it has brought about a substantial increase in every 
physician’s paper work. 

Latest voluntary health insurance figures show that 
more than 100,000,000 persons have some form of hos- 
pitalization insurance; 86,000 are covered for surgical 
expense; more than 40,000,000 have general medical 
protection for nonsurgical care and about 23,000,000 
are insured against loss-of-time from the job through 
an accident or an illness. 

To ease this claim form work and reduce the multi- 
plicity of individual company forms, the HIC, in co- 
operation with the insurance business and the medical 
profession, has spent the past two years developing a 
set of standard forms acceptable to all concerned. 

The council reports that its Committee on Uniform 
Claim Forms has submitted for acceptance by insur- 
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(COMPANY NAME) 
ATTENDING PHYSICIAN'S STATEMENT 


(GROUP INSURANCE) 
employer, or company, appropriate) 
(1) Patient's some 


(2) Neware of sickness or injury (Describe complications, f say) 


(3) Did this sickness injury out of patient's employment? Yeu... Me. 
“Yes.” explain 


“le dinchility due to peegnancy? Yeu... Ne... 
“Yes,” what wes appronimate date of of pregnancy) 19. 


(4) Matuze of surgical or obstetsical proceduss, aay (Describe fully) 


(9) Date performed 
“Charge for thin 
Where performed Mf in bespital, out-patient... 
(6) Give dates of treatments. ‘Charge Per Call 
‘Hompatal 
ot, *Geve dates of trestments and fom charged. 
Dawe ot te 
‘Toasted Home Hospital 


(7) What other services, if any, did you peovide patient? (Iemize, giving dates and fers) 


(9) Remarks: 
Sent 
Address 
(D4) 
(COMPANY NAMB) 
ATTENDING PHYSICIAN'S SUPPLEMENTARY STATEMENT 
(GROUP INSURANCE) 
or, employer, or company, appropriate) 


(2) Nature of sickness or injury (Describe complications, if amy) 


Date of Gest trestment 
(4) The patient has been continuonsly disabled (unable to work) from. 19. 
still disabled, when should patient be able to retum to work? 
Date 
Signed 
Address 
To be incheded at company’s option. 
(G08) 
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SURGEON'S STATEMENT 
(GROUP INSURANCE) 
or, employer, er company, a appropriate) 


(2) Nature of surgical or obstetrical procedure (Describe fully) 


for this procedure $00... Done performed 

‘Where performed in honpital, impatient out-patient 
(3) *Was procedure due to pregnancy? Yee No 

"Yes", what was approximate date of commencement of pregnancy? 


(4) farther operative procedure anticipated? Ne 
explain 
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Remarks - 
"MD. 
Address 
19. Phone 


AUTHORIZATION TO PAY SURGEON 
(Te be completed by the insured emphoyer payment to be made directly to the surgece) 
hereby suthorue payment directly to 


the Group Surgeal benebts otherwise payable to me but mot to exceed the charge stated sbowe | underase/ | 
remponsible to the surgeon for charge: sot covered by the euthormston 


Dee. 


(individual or Surgical) 

‘Panent's 
of 
condition due pregnancy” Yeo eo 
what was date 
pregnancy” 
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©) 


(4) Has pationt ever had sume or sieni- 
condition ? 


Nature of surgical or 
for this aod date Date. 
Charge procedure 
‘Where performed M im in petiont out patient 
(6) *Give dates of treatment. 


at company's option 
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The patient hes been contionously (unsble to werk) fram 
when should patient be able te return to werk? 
ATTENDING PHYSICIAN'S STATEMENT 
— ACCIDENT SICKNESS — 
Uf “yes” explain. 
condition due to 
ment? 
“yes” explain. 


ance companies the final drafts of two all-purpose and 
two abbreviated physician statement forms. One all- 
purpose and one abbreviated form are for use with 
group insurance policies, and the other two are for 
individual and family policies. There is substantial 
company support for these four forms, according to 
Carroll J. McBride, chairman of the committee, based 
on the response already received. 

Two other short forms already have received ap- 
proval from the AMA’s Council on Medical Service and 
have been accepted by companies writing the majority 
of the commercial health insurance business in the 
nation. One of these approved and accepted forms 
covers physicians’ statements in connection with group 
surgical benefits and the other form covers individual 
or family hospital, medical or surgical benefits. 

All six physicians’ statement forms, as shown here, 
were processed through several stages of development 
and consultation with the medical profession before 
being put into final draft. Emphasis was placed on ac- 
commodating the forms to the convenience of doctors 
while fulfilling the needs of the companies. 

Both basic and optional questions have been in- 
cluded in the forms in order to achieve uniformity in 
questions calling for answers by the physician, and to 
compensate for differences in company requirements 
due to variations in coverages. 

Insofar as the physician is concerned, the only dif- 
ference between the forms of one company or another 
will be whether or not the optional questions are used. 

Near the end of the year, the council plans to dis- 
tribute a pamphlet to the medical profession which 
will tell the story of the uniform claim forms project 
and will also serve as a working guide on the use of 
new uniform and streamlined claim forms. 

The Health Insurance Council is an organization of 
insurance companies embracing nine insurance asso- 
ciations in its membership. These associations are: 
American Life Convention, American Mutual Alliance, 
Association of Casualty and Surety Companies, Asso- 
ciation of Life Insurance Medical Directors, Bureau of 
Accident and Health Underwriters, Health and Acci- 
dent Underwriters Conference, International Claim 
Association and Life Insurance Association of America 
and Life Insurers Conference. 

HIC reports there is ample evidence that the uni- 
form claim forms project is receiving the support and 
cooperation of both insurance companies and medical 
organizations to assure its success. 

Many state and local medical societies have been 
holding up on their claim form projects to await de- 
velopments on HIC’s plan. Several of the groups have 
already discarded their own projects and adopted the 
finalized forms of the council. 
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Joint Luncheon for Education and Membership Commissions— 
Hotel Muehlebach’s Junior Ballroom in Kansas City provided 
the setting for a luncheon of state chapter representatives and 
members of the Commission on Education and the Commission on 
Membership and Credentials. Standing in the background, left 
to right, are Mr. Charles E. Nyberg, executive assistant at AAGP 
Headquarters; Dr. Albert $. Dix, a member of the Commission on 
Education; Dr. Fred H. Simonton, a member of the Board of Directors 
and a member of the Commission on Membership and Credentials; 
President-elect John S. DeTar; Dr. D. W. McKinlay, Board member 
and chairman of the Commission on Education; Executive Secretary 
Mac F. Cahal; and Dr. William Sproul, Board member and chairman 
of the Commission on Membership and Credentials. 


Revised Postgraduate Study Definitions, 
Membership Drive Key Commission Topics 


REPRESENTATIVES from 25 state chapters attended the 
joint meeting of the Academy’s Commission on Mem- 
bership and Credentials and the Commission on Edu- 
cation September 3 in Kansas City. (See cut.) 

The states represented were Alabama, Arkansas, 
California, Georgia, Illinois, Indiana, Iowa, Kansas, 
Louisiana, Michigan, Minnesota, Missouri, New York, 
North Carolina, Ohio, Oklahoma, Oregon, Pennsy|- 
vania, South Carolina, South Dakota, Tennessee, 
Texas, Washington, West Virginia and Wisconsin. 

Members of the Education Commission and Dr. Wil- 
liam M. Sproul, chairman of the Commission on Mem- 
bership and Credentials, briefly outlined the Acad- 
emy’s requirements on postgraduate study; the defini- 
tion of acceptable courses and programs; the procedure 
on classifying other medical organizations’ programs 
and authorized such organizations to announce the 
type and hours of credit that will be acceptable to the 
Academy. 

The meeting was then open for discussion, with each 
state representative given an opportunity to ask ques- 
tions or make comments. 
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Revises Postgraduate Study Definition 


The previous day, at a meeting of the Commission 
on Education, changes were made in the Academy defi- 
nition of study courses acceptable for credit. The 
changes and additions were made to clarify the original 
concept of the two major divisions of the study require- 
ments shown in the form at the right. 

The commission stated it does not believe that it can 
determine the type of instruction needed by an indi- 
vidual member, but it does feel that a certain portion 
of the required study should be for attendance at Acad- 
emy programs and medical school courses. The policy 
adopted in 1949 established the division of hours—50 
hours in Academy program or medical school courses 
and 100 hours for attendance and participation in 
other medical organizations’ postgraduate programs. 

The definition, the policy on classifying programs, 
and the authorizing of statements relative to hours of 
credit have been approved by the Board of Directors. 

A statement on the number of hours credit granted 
by the Academy under either Category I or Category 
II must be based on written authorization from the 
regional representative of the Commission on Educa- 
tion responsible for the region in which the program 
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is to be presented. It is the responsibility of the local 
or state chapter to obtain such authorization from the 
regional representative. 

Standard forms will be made available to state chap- 
ter officers and chairmen by the Commission on Edu- 
cation. The local chapters must present their programs 
and recommendations to the state chapter chairman on 
education. If local and state chapter officers, and chair- 
men of Committees on Education follow this procedure 
of sending reports on programs to their regional repre- 
sentative in advance, members will be informed of the 
classification of the program and of the number of 
credit hours authorized. 


To Step-Up Membership Enrollment 


At a separate meeting of the Commission on Mem- 
bership and Credentials in Kansas City plans were 
adopted for appointing a sub-committee of the com- 
mission to expedite the membership enrollment pro- 
gram. 

Other items on the agenda were outlining the com- 
mission’s part in the State Officers’ Conference pro- 
gram, adopting a policy of allowing members only one 
year of grace to make up deficiencies of credit or com- 
plete reports before being dropped from membership 
and recommending to the Commission on Education 
that certification of attendance be stipulated as one 
requisite for approval of courses for Category I (formal) 
credit. It also reviewed membership requirements and 
recommended that no changes be made. 

To aid in the membership drive, the commission 
strongly urged state chapters to (1) complete lists of 
desirable prospective members and forward them to 
Academy headquarters, (2) speed up processing of ap- 
plications for membership so that no more than 30 
days elapse between application and acceptance, (3) 
carry name and address of secretary and membership 
chairman in each chapter publication so that members 
will readily know where to obtain membership infor- 
mation. 


Medical and Labor Groups Favor Family 
Doctor Plan for Medical Insurance 


Most of the medical societies in the greater New York 
area have approved the Family Doctor Plan offered by 
Group Health Insurance, Inc., and more than 3,500 
general practitioners have already agreed to become 
“Participating Family Doctors,” Mr. Arthur H. Har- 
low, Jr., president of GHI, reports. 

He also announces that a substantial number of em- 
ployee groups have subscribed to the plan. Participa- 
tion in the Family Doctor Plan by the employees of 
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the A & P, Gristede and Bohack grocery firms has 
been effected through the welfare provisions of wage 
agreements concluded recently with Local #852 of the 
General Warehousemen’s Union of the International 
Brotherhood of Teamsters. 

In addition, several hundred members and_ their 
families employed by the East Coast Aeronautics Com- 
pany and printing house employees from Art Gravure, 
Neo-Gravure and Alco Gravure will be under the plan 
through recent wage agreements with District #15 of 
the International Brotherhood of Teamsters, A.F.of L. 

The Family Doctor Plan covers almost all of the 
frequent minor illnesses as well as major sicknesses. 
Subscribers have complete freedom to choose their 
own family doctor. They receive coverage for medical 
care in their home or in the doctor’s office almost with- 
out limit. If subscribers use a “Participating Family 
Doctor,” their insurance benefits cover the full cost 
of the medical service rendered. 

Recent surveys made by GHI show that the minor 
ailments, which most medical surgical insurance plans 
do not cover, make up about two-thirds of all medical 
services received by the average wage earner’s family, 
Such care is rendered primarily by the family doctor. 


Salt Lake County General Hospital 
Establishes First Eye Bank in Utah 


AN EYE BANK which will make corneal transplants pos- 
sible is being established at Salt Lake County (Utah) 
General Hospital. This service, the first of its kind in 
Utah, is available to patients of all physicians rather 
than just those of the hospital staff, Hospital Director 
Kenneth A. Rindflesh reports. 

The corneas, which are used in restoring sight to 
persons suffering certain types of eye injuries, are 
removed from the eyes of persons who have recently 
died. Since the corneas must be transplanted within 
a few days after being removed, the Salt Lake County 
hospital does not keep a supply on hand but will ob- 
tain them on the request of a physician. 


April 10 Deadline for Undergraduates’ 
Essay Entries on Chest Diseases 


Aprit 10, 1956 is the deadline for entries for the an- 
nual essay contest awards presented by the Council on 
Undergraduate Medical Education of the American 
College of Chest Physicians. 

Three cash awards, consisting of $250, $100 and 
$50, will be given for the best contributions prepared 
by undergraduate medical students on any phase in the 
diagnosis and treatment of chest diseases (heart and/or 
lungs). 
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Winning contributions will be announced at the 
annual meeting of the American College of Chest Phy- 
sicians in Chicago June 7-10. Each entrant must: fill 
out an application form which may be obtained from 
the ACCP, 112 East Chestnut St., Chicago 11; submit 
five copies of the manuscript typewritten in English; 
be identified only by a motto or other device on the 
title page. The same motto is to be printed on the out- 
side of a sealed envelope with the author’s name and 
address inside. 


Pennsylvania State Medical Names 
General Practitioner President-Elect 


For THE FIRST TIME since 1948, a general practitioner 
has been named president-elect of the Medical Society 
of the State of Pennsylvania. Dr. Elmer G. Shelley, 57, 
of North East, Pa., a member of the Pennsylvania chap- 
ter of the American Academy of General Practice, was 


selected for this honor on 
September 20 in Pitts- 
burgh at the 105th annual 
session of the society. 

In 1948, another Acad- 
emy member, Dr. E. Rog- 
er Samuel of Mt. Carmel, 
held this post. This year, 
Dr. Samuel received an- 
other honor, being named 
Pennsylvania’s general 
practitioner of the year at 
this meeting. 

New President-elect 
Shelley is a past vice presi- 
dent of the Pennsylvania 
chapter, and for the past six years he has been a mem- 
ber of the state society’s Committee on Public Health 
Legislation. 


Elmer G. Shelley, M.D. 
President-elect of Pennsyl- 
vania Medical Society 


Medical News in Small Doses: 


ACADEMY MEMBERS comprising a committee appointed 
by the Indiana State Medical Association General 
Practice Section chairman, Dr. Frank H. Green, were 
in charge of the August issue of The Journal of ISMA. 
Dr. Keith Hammond was chairman of the committee 
which included Drs. Wilson Dalton and W. D. 
Snively, Jr. Dr. Green, who is also Indiana chapter 
president, authored one of the articles. .. . The Uni- 
versity of Tennessee College of Medicine reports that 
Academy members, Dr. John Lee Armstrong of Somer- 
ville and Dr. Julian Kenneth Welch, Jr. of Browns- 
ville, have been named assistants in its Department of 
General Practice....The Lebanese Republic has 
awarded a citation and a medal of the Knight of the 
Order of Cedars to Dr. Hobart A. Reimann for medi- 
cal services to the people of Lebanon while serving as 
visiting professor of medicine at the American Univer- 
sity of Beirut. Dr. Reimann is a former member of GP’s 
Editorial Advisory Board... . A 53-bed nursing home 
addition to the Pinal County General Hospital in 
Florence, Arizona is the first project to get approval for 
construction under the provisions of the Medical Fa- 
cilities Survey and Construction Act of 1954, accord- 
ing to Dr. Leonard A. Scheele, Surgeon General of the 
Public Health Service. The nursing home will be used 
for nursing and medical care of the aged and will be 
operated by the Pinal County General Hospital au- 
thorities, At present, patients who could be cared for 
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in a nursing home are occupying more than 12 per 
cent of the beds in the general hospital. . . . September 
28 was General Practice Day during the Michigan State 
Medical Society’s annual session in Grand Rapids. 
. .. Gallup, N. M. Academy Member John Wm. Martin 
is using a public relations gimic picked up from the 
October, 1954 GP. Dr. Martin encloses a copy of the 
seven-definitioned “What Is a Patient” with his state- 
ments and personal correspondence to patients... . 
Wyoming Governor Milward Simpson announces he 
has named Dr. Willard H. Pennoyer, Academy mem- 
ber from Cheyenne, to a seven-member advisory com- 
mittee to see that commercial polio vaccine is dis- 
tributed fairly in that state.... Another Academy 
member, Dr. Samuel K. Lewis, coroner of DuPage 
County, Illinois recently was named to American 
Academy of Forensic Sciences. . . . A recent appointee 
to a four-year term on the Advisory Commission for 
the Norton Tuberculosis Sanatorium in Kanas is Acad- 
emy member, Dr. H. Preston Palmer of Scott City. The 
appointment was made by Sunflower Governor Fred 
Hall. ... A school for training limb and brace fitters 
is being set up at the University of Buffalo School of 
Medicine. It will have a four-year curriculum and offer 
a B.S. degree. Until now, fitters have been trained by 
the apprenticeship method. . . . The American Cancer 
Society’s program of Clinical Fellowships begun in 
1948 will continue through the next institutional year 
with new fellowships commencing July 1, 1956 and 
lasting through June 30, 1957. Such fellowships are 
renewable to and including three years. 
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REMEMBER: 
Make Your Hotel > Room assignments will be made in order 
received. 
Reservation Now! > Reservation requests should be sent to the 
AAGP Housing Bureau, Washington, D.C. 
Oo il 
Wuue tue city of Washington has a considerable number of 
4 : excellent hotels, we suspect that first choice rooms will be at speakers. 
f a premium long before next March. The combination of one of > State officers and delegates must make their 
the best programs in Academy history, the geographic location, own reservations. 
and the opportunity to combine Assembly attendance with a > Be sure to list definite arrival and departure 


time; names of all occupants of room. 


>» Academy Headquarters will be at Armory. 


family trip to the nation’s capital, points inevitably to a new 


high in registration for the 1956 meeting. So you will be well 


advised to make your reservation well in advance. You do not > All registration (except delegates) at Armory 
h d d d eS ee 10:00 A.M. to 5:00 P.M., Sunday, March 18, 
ave to send an advance deposit check. But it is important to anb Centaaen 2-908 AM. oe Mantes. 
fill out and mail the form. Scientific sessions end at noon, March 22. 
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EIGHTH ANNUAL SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 
WASHINGTON, D.C. 


Application 


MARCH 19-22, 1956 


Accommodations HOTEL ROOM RATES® 


Suites 
AMBASSADOR $5.00- 9.00 $ 7.50-10.50 $ 8.50-12.00 $12.00-17.00 
14th and K Sts., N.W. 


For YOUR CONVENIENCE in making hotel reserva- MANGER-ANNAPOUS 5.50- 8.50 8.50-11.50 9.00-12.00 
tions for the coming meeting of the Amestens ase. 2.00 
Academy of General Practice on March 19-22, in 1016 17th St., N.W. 
BURLINGTON 4.75- 8.50 8.50-12.00 9.50-12.00 
Washington, hotels and their rates are at the 1120 Vermont Ave., N.W. 
right. Use the form at the bottom of this page, 
indicati i i LEE HOUSE 5.00-11.50 8.00-13.00  10.50-15.00  20.00-34.00 
indicating your first, second and third choice. Fe 
Because of the limited number of single rooms MAYFLOWER 7.00-18.00  13.00-19.00 13.50-21.00 —23.00-36.00 
ilable, you will stand h better ch f —— 
avaliable, y u will stand a much er chance 0 RALEIGH 6.00-10.00 9.00-15.00 10.00-16.00 
i ommodati hoice if 
securing acc dations of your choice if your 
request calls for rooms to be occupied by two or 18th and Pa. Ave., N.W. 
SHERATON CARLTON 8.00-14.00 15.00-18.00 —15.00-18.00 
more persons. All reservations must be cleared 16th and K Sts., N.W. 
SHERATON PARK 7.00-10.00 10.50-15.50 11.00-16.00 15.00-40.00 
through the housing bureau. All requests for Weedion Road, 
reservations must give definite date and hour of STATIER 7.00-17.00 10.00-14.50 11.00-19.50  31.00-37.00 
arrival as well as definite date and approximate WASHINGTON a we 7.00-10.50  11.50-15.00 11.50-15.00 
‘a. Ave., 
hour of departure; alse names and addresses of WILLARD 7.00-11.00 10.00-15.00 11.50-18.00 —21.00-34.00 
all persons who will occupy rooms requested 14th and Pa. Ave., N.W. 
*The above quoted rates are existing rates but are, of course, subject to any change 
MUST be included. which may be made in the future. 


PD ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 15, 1956 


AAGP Housing Bureau 


1616 K Street, N. W. 
Washington 6, D. C. 


Please reserve the following accommodations for the Eighth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in Washington, 
D.C.,0n March 19-22, 1956. 


Double Bedded Room Twin Bedded Room .......... 

2 Room Suite... 3 Room Suite Other Type of Room 

First Choice Hotel Second Choice Hotel eee eeeenee Third Choice Hotel 

ARRIVING AT HOTEL (date) Hour........ LAM. 
Hour A.M. P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded 
room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable to accept your reservation, 
c : the Housing Bureau will make as good a reservation as possible 

elsewhere providing that all hotel rooms available have not al- 
Address ready been taken. 


You will receive confirmation directly from the hotel. 
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FORMAL LECTURE PROGRAM 


EIGHTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


MARCH 19-22, WASHINGTON, D. C. 


Monday Tuesday Wednesday Thursday 
Hour March 19 March 20 March 21 March 22 
= 9:00-9:30 a.m. REGISTRATION Laboratory Aids in Obstructive Lesions Management 
eee BEGINS 9:00 A.M. Diagnosis of Fevers in the Young Male of Patients 
Ivan Bennett, M.v. Hugh J. Jewett, M.v. with Disabling 
OPENING Diseases 
Live Clinic) 
9:30-10:00 a.m yatanneere ie Therapy of External Urology in the ‘ . 
hine Bucha 
Ocular Diseases Elderly Female 
Irwin H. Leopold, m.v. Lee Turlington, M.v. 
10:00—11 :00 a.m. RECESS FOR EXHIBITS 
11 00-11 :30.a.m. Primary Wound Visual Evidence of 
Repair Vulvovaginal Diseases | Causes and Treatment 
Joseph A. Hepp, M.d. William Harrington, 
(Vulvar Disease) 
Newlin F. Paxson, M.v. 
11 :30-12:00 Tumors and (Vaginal Diseases) A Look at 
NOON Swellings of the Neck Francis T. Hodges, M.p.| |Tomorrow’s Medicine 
OPENING OF PROGRAM Grant E. Ward, M.D. (COMMENTATOR) Francis C. Wood, M.D. 
WELCOMING SPEECHES 
12:00—1:30 p.m. 1:00 P.M. NOON RECESS ASSEMBLY CLOSES 
12:00 Noon 
1:30-3:00 p.m. Disturbances Diagnosis OB Symposium 
and Distortions and Treatment 1. Preparation 
of Demeanor (Panel) of Curable Heart for Pregnancy 
George Raines, M.D., Disease (Live Clinic) Robert H. Barter, M.v. 
MODERATOR W. Proctor Harvey, 2. Protecting 
Mabel Ross, M.v. M.D., MODERATOR the Pregnancy 
Robert H. Felix, M.v. Paul A. Bowers, M.D. 
Manfred S. 3. Preserving 
Guttmacher, M.D. the Perineum 
D. Frank Kaltrider, M.v. 
3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 p.m. Medicine Atherosclerosis— Intestinal Parasites 
i and Theology Is It Reversible? Ryle A. Radke, m.v. 
ic Rev. Das Kelley Fred Stare, M.D. 
Barnett 
4:30-5:00 p.m. The Changing Cardiac Contributions of 
Pattern of Disease Emergencies Veterinary Medicine 
Leonard Scheele, M.v. Eugene Stead, M.v. to Human Medicine 
Henrik J. Stafseth, 
PH.D. 
EVENING STATE OFFICERS CONGRESS PRESIDENT’S 
CONFERENCE OF DELAGATES DINNER RECEPTION 
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News from the State Chapters 


Ninety CorNHUSKER physicians gathered in Lincoln 
September 15 for one of the most successful meetings 
the Nebraska chapter has ever held. The program for 
this sixth annual scientific meeting was presented by 
Drs. Lewis January, John H. Randall, Raymond G. 
Bunge and George Barnes, Jr., all professors from the 
University of Iowa School of Medicine. 

The chief order of business during the afternoon 
session was the election of officers (see cut). Dr. Thomas 
D. Fitzgerald of Alliance was named president-elect to 
succeed Dr. Floyd C. Nelson of Omaha next year. The 
new vice president is Dr. Don Baca of Paillion, and 
Drs. Richard DeMay, Grand Island, and Harold 
Smith, Kearney, were elected to the board of directors. 
Dr. Harvey Runty, DeWitt, was again named a dele- 
gate to the AAGP Assembly, and Dr. Paul Read, 
Omaha, was re-elected alternate delegate. Dr. Nelson 
succeeded Dr. Clarence R. Brott, Beatrice, as president. 

The meeting closed with a banquet at the Country 
Club which was attended by 75 physicians and their 
wives. President John R. Fowler was the banquet 
speaker. Ladies attending the meeting were enter- 
tained during the morning with a coffee at the Corn- 
husker Hotel. 
> At the lowa chapter’s recent annual meeting in 
Des Moines, it was announced that next year’s meet- 
ing will be held September 13-14, again at the Savery 
Hotel in Des Moines. 

This year’s meeting was the most successful‘one in 
the chapter’s history with 35 per cent of the member- 
ship attending as well as many non-member physicians. 

Dr. M. W. Sproul, Des Moines, was installed as 
president of the Hawkeye State group. At the election 
of officers, Dr. C. A. Nicoll, Panora, was named presi- 
dent-elect; Dr. R. L. Knipfer, Jesup, was elected vice 
president; and Dr. Donald H. Kast, Des Moines, was 
re-elected secretary-treasurer. Dr. Joe G. Fellows of 
Ames was named a delegate to the Assembly and Dr. 
Frank D. McCarthy, Sioux City, was named an alter- 
nate. Dr. James H. Coddington, Humboldt, and Dr. 
Henning W. Mathiasen, Council Bluffs, were elected 
to the board of directors. 
> A tuberculin patch test program, pioneered by the 
St. Louis (Missouri) chapter has taken the place of 
the annual free chest x-rays in St. Louis and St. Louis 
County this fall. 

During the 1954-55 year, 34,189 school children 
were patch tested—the St. Louis chapter being re- 
sponsible for 18,445 of the tests. Of those patch tested 
last year, four new cases of tuberculosis were found in 
the county and one in the city, bringing the total to 
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Cornhusker Congratulations—Officers of the Nebraska chapter and 
AAGP President John Fowler gather to congratulate President-Elect 
Thomas D. Fitzgerald following the election. Shown left to right are 
Dr. Fowler, Dr. Fitzgerald, Dr. Harold Smith, new member of the board 
of directors; Dr. Floyd C. Nelson, new chapter president; and Dr. 
Harvey Runty, a delegate to the AAGP Assembly. 


Rural Physicians Get to Lincoln— This trio of rural physicians is rep- 
resentative of the group who swelled physician-registration at 
Nebraska’s annual scientific meeting. Left to right are Dr. Robert 
Herpolsheimer, Staplehurst; Dr. Harvey Runty, DeWitt; and Dr. O. 
M. Troester, Hampton. 


date for the patch test program to 25. On the basis of 
these results, this fall the county’s sole method of 
tuberculosis case finding will be the patch test program 
with the St. Louis chapter, the County Health Depart- 
ment and the Tuberculosis and Health Society of St. 
Louis cooperating in the project. 

Academy member, Dr. Walter C. Gray, who is chair- 
man of the Patch Testing Committee, was a pioneer in 
the patch testing project. Dr. Gray has received many 
requests from all over the world regarding the pro- 
gram as well as inquiries from nearly every medical 
school in the United States and some in Canada, on 
the operation of a tuberculin patch test program. 

A symposium on modern trends in therapy held 
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FISSURED NIPPLE THERAPY 


The use of White’s Vitamin A & D 

Ointment soothes and softens the 
fissured nipple, promotes tissue 


regeneration. 


NIPPLE ROUTINE 


—a valuable and simple 
prophylactic measure against drying, 
fissuring and erosion. 


AFTER EPISIOTOMIES 


As a post-surgical dressing, 
White's Vitamin A & D Ointment 
provides comfort for the patient and 
encourages rapid healing. 


Specify White’s Vitamin A & D Ointment also in such ~—S a aa 
conditions as burns, diaper rash, A 
chafing, indolent ulcers. 
Recommend the 1% or 4 oz. tubes; the 
1 Ib. or 5 Ib. jars. 


WHITE LABORATORIES, INC. /KENILWORTH, NEW JERSEY 
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October 9 by the St. Louis chapter was co-sponsored 
by the medical schools of Washington and St. Louis 


universities. Six scientific talks were given by these well ~ 


known physicians: Dr. W. S. Priest, Chicago; Dr. 
Emil Holmstrom, Salt Lake City; Dr. Edward J. Steig- 
litz, Washington, D. C.; Dr. Perrin H. Long, New 
York City; Dr. John Adriani, New Orleans and Dr. 
Gunnar Heuser, Montreal, Canada. 

> Salt Lake City Academy member, Dr. J. Poulson 
Hunter, was installed as president of the Utah chapter 
at its annual business meétirig September 9 in Salt 
Lake City. He succeeded Dr. R. N. Hirst, Ogden. 

Other new officers are Dr. Milo C. Moody, Spanish 
Fork, who was named president-elect, and Dr. Aaron 
B. Ross, Ogden, who was re-elected secretary-treas- 
urer. Dr. Juel E. Trowbridge, Bountiful, was elected to 
the chapter’s board of directors; Dr. W. Ezra Cragun, 
Logan, was named a delegate to the AAGP Assembly, 
and Dr. L. D. Nelson, Ogden, is an alternate. 

The Utah chapter’s scientific meeting was held in 
connection with that of the Utah State Medical Asso- 
ciation, but it has announced that a separate meeting 
will be held next year. 

The chapter’s main item of business was the deci- 
sion to request the University of Utah College of Medi- 
cine to adopt a student preceptorship training pro- 
gram. The chapter offered the services of its members 
to carry out such a program. 

Under this plan, third and fourth year medical 
students would spend several weeks each year with a 
family doctor, living at his home, assisting him in his 
office and making hospital and home calls with him. 
> The Michigan chapter is holding its ninth annual 
fall postgraduate clinic the 9th and 10th of this month 
at the Sheraton-Cadillac Hotel in Detroit. Twenty-two 
scientific exhibits have been scheduled. Among them 
are an exhibit on Exfoliative Cytology as a Practical 
Method in the Detection of Early Cancer and one on 
Intravenous Cholangiography. AAGP President John 
R. Fowler will be the banquet speaker. 
> A postgraduate lecture series on gynecology, ob- 
stetrics and dermatology is getting under way under 
the sponsorship of the Riverside-San Bernardino 
(California) chapter. The series began September 15 
and will continue with monthly meetings through May 
17, 1956. Acting as co-sponsors with the chapter are 
the school of medicine and medical extension on the 
Los Angeles campus of the University of California. 
> The eighth annual meeting of the Oregon chapter, 
held September 27-30 featured two guest speakers: 
Drs. Alec Agnew and T. E. Robinson. The meeting, 
held in conjunction with the Oregon State Medical 
Society, convened in Portland’s Masonic Temple. Dr. 
Agnew is professor of obstetrics and gynecology at the 
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Utah Plans Ahead—President J. Poulson Hunter (/eft) inspects slides 
depicting some of the Utah chapter's activities with President-elect 
Milo C. Moody during the annual meeting in Salt Lake City. 


Courtesy of Salt Lake Tribune 


University of British Columbia Medical School, and 
Dr. Robinson of Salt Lake City, Utah, who recently 
served on the AAGP’s Committee on Scientific Assem- 
bly, was the banquet speaker. Dr. David G. Duncan, 
chapter president, presided over the meeting. 

> The 1955 meeting of the Connecticut chapter, held 
in Hartford on October 20, presented a scientific pro- 
gram given by a group of top-notch speakers. Among 
them were Drs. Robert L. Parker, associate professor 
of internal medicine at the University of Minnesota; 
Ovid Meyer, Madison, Wis., Joe W. Howland, Uni- 
versity of Rochester; A. F. Castro, Washington, D.C.; 
and Harry M. Robinson, Jr., Baltimore, Md. 

> The Philadelphia (Pennsylvania) chapter has 
been sponsoring a series of Sunday luncheon meetings. 
The next one to be given, which is the final one, will be 
on December 11 and will cover medical and surgical 
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METHANESULFONATE 


(senztropine METHANESULFONATE, MERCK) (TROPINE BENZOHYORYL ETHER METHANESULFONATE) 


rated the best single drug in parkinsonism’ 


"MAJOR ADVANTAGES: Effective against rigidity.2 Counteracts _ 
muscle spasm. ° “Good against major tremor.""? Safe.""? 


COGENTIN helps control palsied hands—often with a single daily dose 


COGENTIN affords maximal symptomatic relief in 
parkinsonism — whether postencephalitic, idiopathic 
or arteriosclerotic. 

For alleviating spasm and cramps, rigidity and con- 
tracture of parkinsonism, COGENTIN is “better than 
any drug currently available.”* 


Severe tremor, unaffected by standard medication, 
improved in many cases when COGENTIN was given.° 


COGENTIN is reported to be safe in all forms of 
parkinsonism.” Even the elderly tolerate it well.° It 
“does not cause drowsiness” or similar side effects 
during the day.‘ 
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Dosage: Effective symptomatic relief may usually be 
obtained with a single 1 or 2 mg. dose taken orally 
before retiring. Each quarter-scored tablet contains 
2 mg. COGENTIN. 


References: 1. M. Clin. North America 38:485 (March) 1954. 2. Neurol- 
ogy 2:233 (May-June) 1952. 3. J.A.M.A. 156:680 (Oct. 16) 1954. 4. Parkin- 
sonism and its Treatment, Phila., J. B. Co., 1954, pp. 87-88. 
5. Neurology 3:361 (May) 1953. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INC. 
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treatment of hypertension. Other subjects which have 
already been covered are atherosclerosis, presented in 
September, and chest diseases, presented in October. 
> The Road Shows of the Indiana chapter which were 
so successful last year, are being conducted again this 
year. They will be under the guidance of Drs. Francis 
L. Land and Keith Hammond, co-chairmen of the 


Education Committee. The first show of the 1955-56 - 


season was held in Gary on October 12. Other dates 
scheduled are New Albany, November 16; Fort Wayne, 
December 6; and Kokomo, February 8. Shows are also 
planned for Seymour in February and for Terre Haute 
and Evansville, although the definite dates are not 
yet known. 

> The Illinois chapter is conducting the fall sessions 
of its seventh annual postgraduate program at the 
Illini Union building, the South Chicago Community 
Hospital and the Swedish Covenant Hospitals in Chi- 
cago. The sessions began on Wednesday, October 5 
and are running for six consecutive Wednesdays. 
Faculty members from the University of Illinois, Loyola 
University, Chicago Medical School, Northwestern 
University and the University of Chicago will give 
talks on four subjects: Consultations in Gynecology, 
Cardiovascular Disease, Common Surgical Conditions, 
and Hematologic Problems in Everyday Practice. 

> A clinic meeting, which has been so popular in past 
years, was conducted recently by the New Hampshire 
chapter at Laconia Hospital in Laconia. Special guests 
at the meeting were nurses of the area. Included as a 
preliminary part of the meeting was a dinner at the 
hospital. Dr. S. J. Thannhauser, who conducted the 


clinic, is associate physician-in-chief at the Joseph H. 


Pratt Diagnostic Hospital, a unit of the New England 
Medical Center in Boston. Dr. Nathan Brody, Laconia, 
a past president of the chapter, presided. 

> The Cleveland (Ohio) chapter acted as co-sponsor 
of a postgraduate fall symposium on “The First Year 
of Life” on October 21 and 22 in Cleveland. The other 
sponsoring organization was St. Luke’s Hospital Asso- 
ciation of the Cleveland Methodist Church. Drs. Her- 
bert Salter, president of the Ohio chapter; George W. 
Wright, head of the department of Research in the Di- 
vision of Medicine at the hospital and Mr. Theodore 
Thoburn, president of the board of trustees of the 
hospital gave opening addresses. 

Scientific speakers that morning included Dr. Sam- 
uel Spector of the Babies and Children’s Hospital, 
Western Reserve University, Cleveland; Dr. Robert 
Mercer of the Cleveland Clinic, Dr. E. E. Beard of St. 
Luke’s, Dr. Warren Wheeler of Ohio State University 
School of Medicine in Columbus, and Drs. H. H. 
Johnson and Richard Hodges, both of St. Luke’s. 

Other speakers that day were Drs. W. H. McGaw, 
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David Chambers, Gerald Schwarz, Fred Alexander, 
Marvin Freeman, all of St. Luke’s, and Dr. John Caffey 
of the Columbia-Presbyterian Medical Center, New 
York City. Luncheon and dinner chairmen, respec- 
tively, were Dr. Stephen S. Hudack, head of the De- 
partment of Research in the Division of Surgery at St. 
Luke’s and Dr. Hodges, who is head of the Depart- 
ment of Pediatrics at the hospital. 

The morning session the following day was under 
the chairmanship of Dr. Donald M. Glover, director of 
Division of Surgery at St. Luke’s. Scientific speakers 
were Dr. Earle Kay, Cleveland, Dr. Donald Brannan, 
St. Luke’s, Dr. Spencer Braden, Cleveland; Dr. Robert 
H. Whittlesey, St. Luke’s, and Dr. Glover. The after- 
noon session, under the chairmanship of Dr. G. B. 
Hurd, director of Division of Obstetrics and Gynecolo- 
gy at St. Luke’s, featured Drs. B. B. Sankey, and J. R. 
Collins, both of St. Luke’s, Dr. Caffey, Dr. John Ken- 
nell of the Babies and Children’s Hospital, Western 
Reserve, and Dr. H. F. Burkons of St. Luke’s. 
> The Southwestern (Wisconsin) chapter recently 
was formed at a meeting in Mineral Point. The organ- 
izers are physicians from Iowa, Lafayette and Grant 
counties. 
> A one-day symposium on “Emergencies in General 
Practice” was presented by the Erie County (New 
York) chapter on October 1. Dr. Robert W. Lipsett of 
Buffalo, was program chairman and Drs. Theodore H. 
Noehren and Francis W. O’Donnell, respectively, were 
moderators for the morning and afternoon sessions. 
Principal scientific speakers were Drs. Edward Press, 
Chicago; James B. Brown, St. Louis; William G. Lea- 
man, Philadelphia; William R. McCarty, New York; 
Morris E. Davis, Chicago; and Joe W. Howland, 
Rochester, N. Y.’ One of the luncheon speakers was 
Dr. Garra L. Lester of Chautauqua, N. Y., president 
of the New York State chapter. The ladies were enter- 
tained with a luncheon and hat fashion show. 

The sixth annual scientific meeting of the Nassau 
county (New York) chapter will be held at the Garden 
City Hotel, Garden City, L. I., on Wednesday, Nov- 
ember 9. Six outstanding doctors will present the 
scientific program. They are: Drs. Arthur Master and 
Samuel Karelitz, both of New York, speaking on Recent 
Advances in the Treatment of Coronary Occlusion, 
and Recent Advances in the Treatment of Infectious 
Diseases, respectively; Dr. Robert Greenblatt of At- 
lanta, giving a talk on Recent Advances in Endocrin- 
ology ; Dr. W. H. Sebrell of Washington, D. C., speak- 
ing on Recent Advances in Nutrition; Dr. Joseph J. 
Bunim of Baltimore, talking on Recent Advances in 
the Treatment of Rheumatoid Arthritis; and Dr. John 
C. Krantz, also of Baltimore, talking on Recent Ad- 
vances in Drug Therapy. 
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New anticholinergic from Lederle 
with fewer side effects 


Tridihexethyl iodide 
Tablets 25 mg. 


For the medical management of peptic 
ulcer, hypertrophic gastritis and intes- 
tinal hypermotility. 


Notably effective in relieving pain due to 
smooth muscle spasm. 


In usual dosage, undesirable side effects 
are rare. 


Also available with added phenobarbital 
15 mg. 
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